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This invitation provides me with an op- 
portunity to discuss a matter long on my 
mind about certain trends now manifest in 
the profession of medicine. To introduce it 
I would like to tell you of two apparently 
unrelated incidents that have come to my 
observation. The first one concerns a recent 
contact with a medical family. The senior 
member was in his late eighties, and had 
been a general practitioner for fifty-five 
years prior to his retirement. I met him first 
a good many years ago, when he made a 
tremendous impression on me. He was physi- 
cian to the community, adviser and confidant 
to those who sought his help, sane and sym- 
pathetic friend to many, father confessor to 
more than one would suppose. He was be- 
loved of all. He was genial and informal; 
yet, out of reverence and respect, people 
tipped their hats to him as he walked down 
the street. He had meant so much to so many 
people over the years that they carried him 
in their hearts. 

The junior in that medical family I met 
recently for the first time. He had followed 
his grandfather into medicine. It appears 
that he had been precocious; for, at the age 
of 32, he had been graduated from medical 
school, had had three years of hospital 
training, two years in the army, and three 
years in practice. He had been certified by 
his American Board. His office was modern 
and well equipped. His three years in prac- 
tice had enabled him to build an expensive 
suburban home. He knew much more medi- 
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cine than his grandfather. But his grand- 
father had recently made a nocturnal call of 
mercy on an occasion when the younger man 
had declined because the patient was with- 
out funds. 

The townspeople felt that this younger 
man was a good physician, but that his “no 
money, no service” attitude was unfortunate. 
Instead of doffing their hats to him when 
they meet him on the street, they greet him 
with “Hi, Doc! Got a tip on the races?” 

The other circumstance which seems to 
point to a changing trend in medicine cen- 
ters about a recent notice which stated that 
the American Medical Association had em- 
ployed a public relations counsel. May one 
not ask why the American Medical Associa- 
tion ever felt the need of professional aid in 
its public relations—in other words, the 
need of help to sell the medical profession 
to the public? Have things come to a point 
where we, the members of a necessary pro- 
fession, are respected for our ability but dis- 
trusted in many instances because we are 
cold to human need, have an itching palm, 
and show that we feel ourselves to be apart 
from the vital, vibrant, human element of 
our community and aloof from its sufferings, 
its needs, and its pleasures? Do you suppose 
that the American Medical Association of 
Grandfather’s time needed to buy its way 
into the good graces of the public? Not on 
your life! 

The public at that time accepted the doc- 
tor’s word almost as law and gospel. But 
one cannot see that that situation was wholly 
good, either. The public has become better 
informed in health matters, more critical 
and exacting of its physicians as the years 
have gone by. And this is as it should be. 
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Some of the loyalty to Grandfather was 
placed there through ignorance, for the 
physicians of past times may have been 
long on personality and short on medical 
knowledge. One can hope now for a better 
blending of the two. 

Medicine—which Lord Bryce once classi- 
fied as the ‘‘only profession that labors in- 
cessantly to destroy the reason for its exist- 
ence’’—is in need of some renovation today. 
The profession which you are entering is 
facing serious problems and is trying earn- 
estly to solve them. The situation possesses 
some good and some bad. Unfortunately, 
many of the leaders of organized medicine 
have shown a reactionary attitude toward 
the demand for change and have seen the 
bugaboo of so-called state medicine behind 
every tree. At the same time many liberal 
leaders in the profession are working effect- 
ively to bring organized medicine to a more 
realistic view of things. 





Opportunities Offered by Medicine 


In view of these changing trends in medi- 
cine, what are some of the opportunities and 
obligations which confront the young man 
just entering the profession? Medicine is at 
once an exact and an inexact science—exact 
because many scientific procedures have 
made it so, inexact because human evalua- 
tions and judgments do not fall in the range 
of the precisely measurable. It is at the same 
time both a science and an art. As science 
and art, it offers several opportunities to a 
young man. 

First, it offers an opportunity to make 
money. Some enter the profession for this 
purpose. Some sons are urged into it by 
fathers who see it as a money-making ven- 
ture. The training is long and expensive, 
the cost of a medical education being esti- 
mated now at about $10,000. One must have 
an eye to recouping. Medicine provides a 
good living for most of its votaries, as indeed 
it should. Lawyers work at their profession 
and get rich (some of them). So do engi- 
neers and actors and politicians and business- 
men. Although some doctors are motivated 
principally by financial considerations, it 
seems altogether unlikely that these are 
numerous. I make this statement for the 
simple reason that medicine is a hard master 
both in training and in practice—so hard, 
in fact, that the sustaining force must nec- 
essarily be a thoroughgoing interest in the 
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work. Unfortunately, however, financial suc- 
cess sometimes separates one from suffering 
and human need, and may contribute to in- 
difference and coldness. Today, far too many 
people measure success in terms of the phy- 
sical scale of living, and not by educational, 
spiritual, or moral standards. 

In the second place, medicine carries with 
it good social position. The doctor and his 
family practically always enjoy contact with 
the leaders of the community. 

Thirdly, medicine offers one an opportun- 
ity or a call to leadership. The physician is 
brought into contact with humanity at its 
worst and at its best. He sees human frailties 
and the results of the exercise of human 
capacities, good and bad. When people make 
him their confessor, when they expose their 
weaknesses or show their fortitude and 
strength of character, they do so because 
they trust him. He must be loyal to that 
trust. He comes to know psychology and he 
builds a philosophy of life. The knowledge 
he gains of mankind gradually ripens—or 
may ripen—into wisdom. The distinction be- 
tween knowledge and wisdom has been clear- 
ly stated by Cowper: 

Knowledge and wisdom, far from being one, 

Have oft-times no connexion. Knowledge dwells 

In heads replete with thoughts of other men; 

Wisdom in minds attentive to their own, 

Knowledge is proud that he has learned so much; 

Wisdom is humble that he knows no more. 

It is altogether likely that our profession 
affords its members a greater opportunity: 
for the acquisition of both knowledge and 
wisdom than does any other. In many in- 
stances the people recognize that the physi- 
cian is a wise man, and instinctively turn 
to him for leadership. 

Next, medicine provides an opportunity to 
exercise our ingenuity and initiative, an 
opportunity to learn, to explore and probe, 
to find out new facts and thus to contribute 
to the sum total of medical knowledge. Some- 
one has said that a person who probes the 
unknown—who does research—is the true 
believer, with faith that truth lies back there 
behind our ignorance, awaiting discovery ; 
and that he who hedges himself about with 
unsupported dogmas and beliefs is, in fact, 
the agnostic. As Tennyson put it, 

There lives more faith in honest doubt, 
Believe me, than in half the creeds. 

For many of us the best reward offered 
by medicine is the opportunity to help people 
who are sick. A great deal of sentiment has 
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been built up about the beautiful way in 
which doctors sacrifice themselves for others 
(usually for pay). Sentiment aside, the pro- 
fession of medicine provides one with the 
best chance of all to use his knowledge in a 
practical way to help the world. This oppor- 
tunity enables him to look upon his work and 
realize an inner satisfaction (not pride), 
and a degree of happiness which never 
comes by direct seeking but only and always 
as a by-product of a busy and useful life. 

Finally, medicine provides an opportunity 
—if we may call it such—of growing stale 
and outmoded, of stagnating or vegetating, 
and of becoming a slave to mere routine. 
Medicine is moving forward and he who is 
unwilling to keep pace and to continue to 
learn is soon hopelessly lost. 


The Qualifications of a Good Physician 


It is a truism to say that opportunities 
carry corresponding obligations. In the 
medical profession these obligations are sat- 
isfied to the degree that the physician is 
equipped with knowledge requisite to hold- 
ing the lives of people in his care and with 
the character essential to doing this job. 

What are the qualities of the good physi- 
cian? What does the profession, the master, 
require of us? All of us had certain ideas— 
some of us ideals—when we undertook this 
long six-, seven- or eight-year grind of prep- 
aration. What were they, and how do they 
fare as we go along the way? Some of us 
enter the profession to make money; many 
more have simple but genuine interest in the 
subject. Some see in it an opportunity to 
help improve the health of the people. Others 
may have a penchant for investigation and 
may see in medicine a vehicle for these en- 
deavors. Whatever the motive, there are a 
few indispensable prerequisites to one who 
would follow the God of healing. 

The first of these is sheer honesty. In 
dealing with life and death and with the 
trust and confidence of people, naked honesty 
is truly the only successful policy. It is true 
that no one is likely to catch up with the 
man who treats the patient (for a fee) long- 
er than he need be treated. No one but you 
will know whether a patient needs those 
visits for diathermy or ultraviolet irradia- 
tion, or treatments by the pretty gadgets 
that sooner or later come to clutter up so 
many of our offices. Your basic sense of 
honesty will stand the gaff if service and 
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quality of work be your primary interest. 
But if your first aim is money, then drop out 
of medicine and go into business, whose 
avowed purpose is profit. Save your place in 
the ranks for someone who, willing and glad 
to make all he can, holds money-making as 
distinctly subsidiary to the primary object- 
ive—namely, that of treating disease and 
relieving suffering. 

It is difficult to see any promise of success 
in the medical profession for one who does 
not have an interest in people. To the phy- 
sician, the day-by-day parade of people is a 
veritable kaleidoscope which reveals man in 
his work and his play, in his sadness and his 
joy, in his levity and his seriousness, in his 
generosity and his greed, in his foibles and 
his quirks that deviate to either side of nor- 
mal. The doctor must know these people 
and he must love them if he would fully 
answer their pleas, for they will need from 
him sympathy and understanding as well as 
a cure for their physical ills. He must be 
able to salve when he cannot save. And, 
gentlemen, it is a fine art. It can be a noble 
art, and the doctor who masters it must have 
a genuine concern for people. 

It follows from the above that he must 
have open-mindedness—‘“‘a liberated mind” 
—, tolerance that will not compromise with 
what is beyond the code; he must be recep- 
tive to change, but must have a set of prin- 
ciples as a guide line. His liberated mind 
may well embrace the advice of a few of the 
great figures in history—such as Socrates, 
who said “Know thyself’; Aurelius, who 
said “Control thyself’’; and Jesus, who said 
“Give thyself.” 

The doctor must have industry. That the 
acquisition of medical knowledge requires 
work, you already know, as you know also 
that it takes effort, concentration, determi- 
nation to sit it out no matter how hard the 
chair, stool, or bench. Remember that it is 
going to be that way all along. The doctor 
knows little about the forty-hour week. In 
practice you will be called at night (and in 
the daytime too, we hope). You will be called 
upon to keep up with the ever increasing 
flood of new knowledge during school days 
and later. But, believe me, after a while this 
effort gathers to itself much of pleasure for 
its master. 

Lastly, the physician must have character. 
Someone has taken a cue from medical par- 
lance and has said that our society, physi- 
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cians included, is in need of some of the so- 
cial hormones. He would have us realize that 
“the thyroid extract of initiative, the pitui- 
tary secretion of civic virtue, the adrenal 
hormone of courage—are of transcendant 
importance to any nation...” 

After the young physician has won his 
spurs and has established himself in prac- 
tice, what will things be like? How will you 
be doing ten years after graduation? At your 
present age most of you still have your 
ideals. How well will these wear? The re- 
wards will depend upon the philosophy of 
the man. A good many disappointments 
must be met out there; a good many adjust- 
ments will be called for. Will these be made 
without dangerous compromise? Not all our 
fellow physicians are possessed of ideals. 
When you see these people and their success, 
what will be your reaction? It takes char- 
acter to do the job well. 


The Present System of Medical Education 


Trends in medicine today reflect the type 
of training we receive, and are in turn modi- 
fied by this same training. Therefore let us 
consider, if we may, something of the char- 
acter of the training we get, and endeavor 
to learn whether this contributes to the 
situation. 

The history of medicine indicates that 
leadership shifted from France to England 
about one hundred and fifty years ago, and 
later moved gradually from England to Ger- 
many. About forty years ago that leadership 
came to the United States. We were pre- 
pared for it by virtue of an aggressive atti- 
tude on the part of the American Medical 
Association and other voluntary organiza- 
tions which had created a virtual revolution 
in the educational system in medicine. In 
this overhaul approximately half of the med- 
ical schools in the country were forced to 
close their doors. Many of these were pro- 
prietary in character, inadequate in facili- 
ties and equipment. Most schools came to be 
identified with universities, and a number 
of them adopted the full-time system for at 
least a minimum of their teaching staff. 
Medical education took on more of an aca- 
demic air, and at the same time it developed 
its clinical facilities more fully. Coincident 
with this development, and related closely to 
it was an increase in medical research. At 
present, instruction is on a high scientific 
plane at both preclinical and clinical levels. 
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Yet one can wonder about some of the 
features of this truly magnificent machine 
that is devoted to medical training in this 


country. One’s first question might center 
upon the requirements for admission to med- 
ical schools. 

The applicant’s grades must be high—and 
it is easy to see the reason for this require- 
ment. Yet in how far do grades determine 
a person’s ability to learn and catalogue fact, 
to store it in his mind and recall it for prac- 
tical use on need? How much does extensive 
emphasis on grades encourage the bookish 
fellow to tackle a profession which is emi- 
nently practical? I am certain that this 
question has plagued many a dean. 

Most medical schools require recommenda- 
tions and an interview with the prospective 
student. They also use aptitude tests, but 
apparently the schools are continually mak- 
ing efforts to determine something of the 
man’s basic character, other than to learn 
the fact that he has not been in jail. We 
need additional measures of a man’s fitness 
—an as yet undisclosed test of his tempera- 
ment and character. The students size one 
another up fairly soon, and the few misfits 
are spotted. But what an advantage it would 
be if the admission of these could be 
avoided! 

Before he can embark on his medical 
training the student must have completed 
extensive premedical work in the sciences. 
One would not ask that the student take less 
science for this preparation. But have you 
ever thought that science, which stresses 
demonstrated fact or truth, may become an 
intolerant master if unaccompanied by a bal- 
anced program or by insight? We properly 
think of truth and fact as basic in all our 
work. Yet it is easy for the scientist and 
the student to become dogmatic over facts 
as we know them at the moment, and to for- 
get momentarily that the continuing scien- 
tific process shows much fact to be only rela- 
tive truth. In fact, the student may well 
question any proposition in medicine when 
it begins to become sacrosanct. The medical 
student should be a devotee of revealed fact, 
and particularly of the continuing process 
of seeking new fact; but he should not let 
the devotion make him intolerant of areas 
in our life that depend upon unproved fact 
or circumstance and that have sheer thought 
and rationalization as their base. His life 


will be happier if he can see elements of 
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truth also in the “non-factual” philosophies 
of life. 

For this reason one can only wish that the 
medical student could build up for himself 
some knowledge of history, literature, and 
even poetry; of religion and people’s mores; 
of various fields of learning that are not 
measured by “demonstrated” scientific fact. 
Such a background will help him in his 
many future contacts with life, for out of 
it may come our most promising creative 
thinking and original research work. At 
times the science student’s atmosphere is so 
devoid of other matter that he cannot have 
a “liberated mind.” He will turn away in in- 
difference, ridicule, or anger when literature, 
poetry, or religion is mentioned. What has 
happened to one when he cannot sit down 
and discuss such a non-scientific matter as, 
say, religion, in the manner that he might 
discuss a theory in pathology? Why cannot 
more of us have a mind which welcomes dis- 
cussion (not necessarily acceptance) of 
poetry or religion on the basis of evaluation, 
by which all literature and history are 
tested ? 

Medical training demands appreciation of 
fact and application of it in a practical way. 
It must demonstrate to the student the phy- 
sical, chemical, biologic, and psychosomatic 
bases of disease. As to the technique, some 
feel that our teaching is done too often by 
rote, too seldom by allowing the student to 
flounder a little while seeking facts for him- 
self; too much by didactic technique and too 
little by the informal, Socratic method; too 
much by quizzes and examinations and too 
little by testing the student’s ingenuity in 
solving theoretical and practical problems. 
Basically, however, modern medical train- 
ing is sound—so sound that exceedingly few 
duds are graduated. If the student avails 
himself of all that the schools offer, he can 
scarcely become less than a skilled physician. 


Conclusion 

I close with the hope and belief that atten- 
tion to certain of the non-scientific elements 
in our situation, as well as to the scientific, 
will aid in raising up a new generation of 
medical men who can recapture and glorify 
the fine heritage of the older physician with- 
out losing an iota of the modern scientific 
knowledge so laboriously obtained. May you 
never be satisfied, surfeited with success, for 
that state breeds deterioration and apathy; 
nor dissatisfied, for dissatisfaction is fellow 
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to discontent and unhappiness; but may you 
attain and continue in a state of wnsatisfac- 
tion, knowing that there is still and always 
will be something to do before the big job is 
completed. May you have Grandfather’s art 
and Grandfather’s heart along with your 
science. May your reward be the inner sat- 
isfaction of a job well done, the accumulation 
of money within bounds, and the deep affec- 
tion, gratitude and high regard of your 
fellow citizens. 





A PROGRAM OF POST-LOBOTOMY 
RE-EDUCATION AND 
REHABILITATION 


JOSEPH A. FARMER, M.D. 
HARTFORD, CONNECTICUT 


Prefrontal lobotomy may now be viewed 
as an established adjunct in the armamen- 
tarium of psychiatric treatment. With the 
accumulation of experience, many workers 
are stressing the need for more frequent 
consideration of this surgical procedure 
when other methods fail, or in cases where 
specific positive indications are present''’. 
That a great deal of emotional thinking is 
being done about this topic is reflected in 
the extravagant claims made by its propo- 
nents, and in the uniform condemnation by 
its opponents of its use under any circum- 
stances’*’. With further observation and 
study, a true evaluation of the role of this 
type of therapy in psychiatry will probably 
be found to lie somewhere between these 
two extremes. 

While no adequate theory of the mode of 
action of prefrontal lobotomy has yet been 
propounded, there is abundant evidence that, 
following its use, many patients are able to 


resume a full and satisfactory life’’*’, On 
From The Institute of Living, Hartford, Connecticut. 
Read before the North Carolina Neuropsychiatric Associa 
tion, State Hospital at Butner, Creedmore, North Carolina, 
October 31, 1947. 
1. (a) Freeman, W. and Watts, J. W.: Psycho-Surgery, in 
Spiegel, E. Progress in Neurology and Psychiatry, 


1946, vol. L., pp. 649-661; 
Prefrontal Leucotomy, 


New York, Grune and Stratton, 
(b) Rees, T. P.: Indications for 
J. Ment. Se. 89:161-164 (April) 1943; (c) Walker, A. E.: 
Psychosurgery; Collective Review, Internat. Abst. Surgery 
7TS8:1-11, 1944; in Surg., Gynec, & Obst. (Jan.) 1944. 

2, Freeman. W. and Watts, J. W.: Psychosurgery, in Spiegel, 
*. A.: Progress in Neurology and Psychiatry, New York, 

161-472. 


1947, vol. 2, pp. 
Lobotomy: Sur 


Bilateral Prefrontal 


Grune and Stratton, 
3. (a) Ziegler. L. H.: 


vey, Am, J. Psychiat... 100:178-179 (Sept.) 1943; (b) Ber 
liner, F., Beveridge, R. L., Mayer-Gross, W., and Moore, 
J. N. P.: Prefrontal Leucotomy: Report oy 190 Cases, 

Busch, 


Lancet 2:825-828 (Sept. 15) 1945; (c) Hofstatter, L., 
A. K., Claney, J. F., and Smolik, E. A.: The Results of 
Surgical Treatment in 100 Cases of Chronic Mental Illness, 
South, M. J. 38:604-607 (Sept.) 1945: (d) Prefrontal 
Leucotomy: A Report on 1000 Cases, British Board of Con 
trol, Lancet 1:265-266 (Feb, 15) 1947. 











NORTH CAROLINA 


288 
the other hand, the response of some patients 
leaves much to be desired, and there are 
a few whose condition postoperatively is 
less satisfactory than it was at the height 
of their illness''’. The outcome undoubtedly 
depends on a whole complex of factors, of 
which premorbid personality, diagnostic 
classification, length of illness, and specific 
topography of the frontal sections are ob- 
vious. The quality of postoperative care, 
the therapeutic atmosphere fostered, the 
guidance, and the rehabilitation procedures 
employed are also. significant, however. 
These may indeed spell the difference be- 
tween the success and failure of the opera- 
tion. 


Characteristics of the Post-Lobotomy 
Personality 


Nowhere, perhaps, may the value of con- 
sistent, graduated, properly directed activi- 
ties be more pointedly exemplified than in 
the post-lobotomy situation, where the pa- 
tient has been set abruptly adrift from fa- 
miliar established landmarks, and floats aim- 
lessly, as it were, on the sea of regression. 
Although certain individual reactions color 


the picture, the general configuration is 
sufficiently unique to justify the term, 
“post-lobotomy personality’’”’. 


The majority of patients show inertia, 
listlessness, and reduction of affect, initia- 
tive and interest. Others are hyperactive, 
irritable, uninhibited, and euphoric. There 
may be episodes of sham rage. Behavior 
bears an immature, childish stamp. There 
are, for example, direct, childlike, affectionate 
attentions to associates. Time means noth- 
ing to the patient, and his needs and plea- 
sures are immediate and elementary. Tact- 
lessness, impulsiveness, ready complacency 
add to the incongruous spectacle. With self- 
consciousness and regard for social propri- 
eties thrown overboard, he may engage in 
open masturbation, oblivious of the presence 
of others. The problem of sphincter control 
adds but a minor note to the whole scrambled 
discord. 


Contra-Indications for Leucotomy: Whom 
Ment. Sc. 93:338-341 (April) 1947. 


Watts, J. W.: Prefrontal Lobo- 


1. Hutton, E. L.: 
Not to Leucotomize, J. 


5. (a) Freeman, W. and 


tomy; Convalescent Care and Aids to Rehabilitation, Am. 
J. Psychiat. 99:798-806 (May) 1943: (b) Stevens, H. and 
Mosovich, A.: Clinical and EEG Investigation of Prefrontal 
Lobotomy Patients, Am.. J. Psychiat. 104:73-80 (Aug.) 
1947; (c) Freeman, W. and Watts, J. W.: Psychosurgery, 
Springfield, Ill, Charles C. Thomas, 1942, p. 387; (d) 
Sargant, W. W. and Slater, E. T. O.: An Introduction to 
Somatic Methods of Treatment in Psychiatry, Baltimore, 


145. 


The Williams and Wilkins Co., 


1946, p. 
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The immediate postoperative display is, 
in effect, asocial behavior of a rather prim- 
itive modality. It is fundamentally amor- 
phous and fluid, however, and the climate 
to which it is exposed has much to do with 
facilitating its involution or perpetuating 
some, at least, of its chaotic elements. It is 
apparently not so much shallowness of affect 
as loss of affect which tends to compromise 
the end-result'*"’. The reduction of emotional 
tone to a range both narrow and shallow 
makes for the dissociation of the crippling 
affect states which have encapsulated the 
various components of the illness. 


With adequate rechannelization of those 
affective elements which remain, the patient 
may often be brought to a level of adjust- 
ability consistent with satisfactory living. 
Sometimes one observes formerly aggressive 
and combative patients submit to attacks 
withovt retaliation, with the comment that 
the assailant was “upset and did not intend 
any harm.” Some patients are reported to 
have undergone severe occupational, finan- 
cial and physical traumas without emotional 
disturbance’, Thus, while affect may not 
be entirely appropriate, it can at least be 
consonant with subjective comfort and ob- 
jective tolerance. 

The re-educational possibilities inherent 
in the  post-lobotomy personality, com- 
pounded as it usually is of increased respon- 
siveness to immediate stimuli and reduced 
affectivity, together with some patterns from 
the basic pre-psychotic personality and some 
residual symptoms of the illness, should be 
exploited to the maximum in the weeks and 
months that follow operation'**°*.", The 
external environment is of tremendous im- 
portance to the patient, with his concrete 
way of thinking, his decreased span of at- 
tention, and his susceptibility to external 
influences"**”*), Changes in behavior must 
therefore be effected by the pressure of ex- 
ternal circumstances, with adequate consid- 
eration of the problem of motivation'*”. 


6. Freeman, W. and Watts, J. W.: Prefrontal Lobotomy: 
Survey of 331 Cases, Am. J. M. Se. 211:1-8 (Jan.) 1946. 

7. (a) Strecker, E. A., Palmer, H. D., and Grant, F. C.: 
Study of Frontal Lobotomy; Neurosurgical and Psychi- 
atric Features and Results in 22 Cases with Detailed Re- 
port on 5 Chronic Schizophrenics, Am. J. Psychiat. 98 :524- 
532 (Jan.) 1942: (b) Hutton, E. L.: Investigation of Per- 
sonality in Patients Treated by Prefrontal Leukotomy, J. 
Ment. Sc. 88:275-281 (April) 1942; (c) Sargant, W. and 
Slater, E. (5d), p. 147. 

8 (a) Rylander, G., and Sjéquist, O.: Frontal Lobotomi Vid 
Psykiska Sjukdomstillstand, Nord. med. 29:557-571 (March 
15) 1946 (summary in English): (b) Robinson, M. F.: 
What Price Lobotomy: J. Abnorm. & Social Psychol. 41: 
421-436 (Oct.) 1946. 
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In view of their shortened span of atten- 
tion, these patients need frequent reminders 
to return to the task before them. During 
meals, for instance, one patient needed con- 
stant reminders to continue eating. Here the 
feeding anomaly was a phase in the patient’s 
regression to an individual pattern of infan- 
tile behavior; though he would chew his 
food, he would hold it in his mouth for long 
periods without swallowing—a habit with 
which his parents had also had to contend 
in his early childhood. Another phenomenon 
noted during meals is the tendency to mix all 
foods together and to eat all varieties with 
whatever utensil comes first to hand. 


Rehabilitation Following Lobotomy 


It is appropriate, then, in the lobotomy 
patient, to slant treatment along “direct” 
lines, with special reference to environ- 
mental manipulation and habit training‘? - 
*ab.7b.) Guidance must be firm and consist- 
ent, with emphasis upon constant occupation 
in constructive individual activities or in 
group situations directed toward the estab- 
lishment of better habits of socialization. The 
rehabilitation effort should be initiated at 
once, before undesirable patterns of reaction 
have become set. 

Some patients are content to be constantly 
idle, actively resisting efforts to engage their 
interest and participation in any activity, 
or even to obtain a change in their position. 
Once activity has been initiated, they may 
respond quite satisfactorily, successfully 
performing many things with surprising 
skill and coordination. However, once they 
are again physically at rest, much effort is 
required to reactivate them. Most patients 
need 2nd will tolerate constant prodding and 
urging; their threshold of irritability is 
high. On the other hand, some respond fav- 
orably with moderate urging but will ex- 
hibit marked resentment, together with vio- 
lent and abusive reactions, if the stimulation 
is continued—a signal of lowered threshold 
of irritability. Efforts during the period of 
retraining must be guided and modified by 
this variation in response. 

It is our feeling that rehabilitation of 
lobotomy patients may be based on a few 
primary principles: (1) There must be a 
well-rounded, full-time program, flexible 


9. Watts, J. W. and Freeman, W.: Intelligence Following 
Prefrontal Lobotomy in Obsessive Tension States, Proc., 
Philadelphia Neurological Soc., Arch. Neurol. & Psychiat. 
53:244-245 (March) 1945. 
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enough to meet individual needs. (2) There 
must be persistent urging, directing of at- 
tention, and stimulating of interest in in- 
dividual and group activities. (3) Pressure 
must be exerted to the degree of individual 
tolerance short of eliciting an explosive re- 
action, although this is often impossible to 
avoid. 

The second and third principles, in ade- 
quate balance, are extremely important to 
the success of the treatment. Inadequate 
interest or excessive irritability are common- 
ly displayed, and if these characteristics are 
allowed to become fixed they may seriously 
diminish chances for a favorable outcome. 
We therefore make every effort to break up 
these patterns when they occur. With proper 
emphasis, much can be accomplished in the 
direction of increased energy and interest, 
as well as in the diminution of restlessness, 
irritability, and socially unacceptable beha- 
vior. 

A Specific Program of Re-Education 

Our efforts toward rehabilitation of the 
post-lobotomy patient have been primarily 
directed toward the goals of vocational, 
avocational, social and recreational, and 
physical education, in an attempt to prepare 
this radically changed individual for a satis- 
factory social, and, if possible, occupational 
adjustment. Until recently these patients 
were included in the general program of 
activities carried out for all patients in The 
Institute of Living by the Department of 
Educational Therapy. Experience has indi- 
cated the need for a more specialized pro- 
gram directly suited to the needs of lobo- 
tomy patients, and we have recently begun 
a separate schedule of activities for this 
group which extends throughout the day 
(table 1). 

All personnel working with these patients 
are given instruction concerning the partic- 
ular reactions involved and an understand- 
ing of desired goals, so that guidance is 
maintained toward the reestablishment of 
effective patterns of behavior. 

We are at present in the process of fur- 
ther modification in this program and fur- 
ther division of groups according to general 
behavior and ability to cooperate with 
others. We routinely “advance” each indi- 
vidual to more convalescent groups where 
his residence, associates, and caliber of ac- 
tivities are on a more complex level; and as 
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Table 1 
Weekly Schedule of Activities for Post-Lobotomy Patients 
Sunday Monday Tuesday Wednesday 
Women & Men Women Men Women Men Women Men 
9:00 Mass Cooking Individual | Individual Individual Individual 
activities* Personal activities* | activities* activities* 
achievement, 
10:00 Cooking Physiotherapy) one hour Physiotherapy) | Physiotherapy 
—_—_——_ one each by a General a 
11:00 Swimming | individual Swimming hospital Swimming 
| and appointment | and movie | and 
squash squash squash 
12:00 | Lunch Lunch Lunch | Lunch Lunch ‘Lunch 
2:00 Social Hour Social Hour | Social Hour 
3:00 Protestant | Typewriting Clay Modelling Typewriting 
service | 
4:00 Physical Education Physical Education Physical Education 
| | 
7:30 General 
to Hospital | 
9:00 | Dance 
Thursday Friday Saturday 
Women Men Women Men Women Men 
9:00 A Individual Individual _ Individual 
Individual , activities* activities* ' activities* 
activities* y ae | , los : 
10:00 Physiotherapy | Individual | Physiotherapy | Individual Physiotherapy 
prrersesene activities* Jrerrereer activities* oo 
11:00 Costume Swimming Swimming | Swimming 
design and and | and 
squash squash | | squash 
| 
12:00 Lunch Lunch ~Lunch Lunch | Lunch | Lunch 
2-00 Social Hour Social Hour | 
2-00 Arts and Crafts Hobby Shop 
4:0 Physical Education Physical Education | 
7 | 
7:30 Current Events 
to 
9:00 | 





“Individual Activities 


I. Motor tours 
a. Two-hour rides three times weekly 
b. Picnics at the shore or lake 
c. Mohawk trail 
Il. University extension courses 
a. English grammar 
b. French literature 
c. Beginning Spanish 
d. Bookkeeping and accounting 


soon as a patient evidences sufficient reduc- 
tion of symptoms and an adequate sense of 
personal responsibility, plans are made with 
the family so that a definite job appropriate 
to his resources is available for him imme- 
diately upon discharge. 





Beginning shorthand and typewriting 
Business management 

Junior business training 

Operation of a small retail business 
Mechanical drawing 

Photography 

Sketching 

Dancing 
. Private cooking 


wooo ho 


= 
= 


Post-Lobotomy Prognosis 


Behavior changes may be relatively con-. 
sistent, altering only gradually with the 
passage of time, or they may show marked 
fluctuations from day to day or over a period 
of monihs. As a rule, however, reablement, 
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when it occurs, follows a pattern of conti- 
nuity''”. With the reduction of affective and 
ideational correlations comes a progressive 
abatement of somatic complaints. Delusions 
and hallucinations start losing their force, 
and the motor-components of behavior, the 
mannerisms and stereotypies, are gradually 
modified and even lost. 

Some of our patients have achieved a sat- 
isfactory social and occupational adjustment 
after three months. Admitting individual 
variations, however, it is generally agreed 
that six months must elapse after operation 
before one can evaluate results with any de- 
gree of certainty’. Significant progress 
may be obtained for at least a year. On the 
other hand, signs of immaturity may linger 
on, and in the experience of some workers, 
effective social adaptation may not be com- 
pleted until three to five years after oper- 
ation”. 

With the improvement and refining of 
techniques for retraining and re-education, 
a more accelerated, satisfactory progression 
to acceptable social and occupational per- 
formance may be envisaged. As experience 
accumulates in the realm of lobotomy, the 
importance of consistent postoperative stim- 
ulation in the comprehensive psychiatric 
program indicated for these patients be- 
comes increasingly clear. 


Conclusions 


Prefrontal lobotomy is an adjunct rather 
than a self-sufficient therapeutic agent; it 
should never be employed to the exclusion of 
a comprehensive psychiatric program. In- 
deed, one of the basic justifications of lobo- 
tomy has been that it lowers resistance to 
other forms of therapy''’''. We _ believe, 
therefore, in a holistic approach; and we at- 
tempt to offer a direct form of therapy, in- 
troducing external factors, motivations, and 
social forces intended to promote reintegra- 
tion of the post-lobotomy personality and the 
achievement of emotional maturity and of 
harmonious spontaneous reactions in ordi- 
nary social relationships. 

We propose that a special program of re- 


Prefrontal Lobotomy: A 


10. Brody, E. B. and Moore, B. E.: 
10 :400- 


Review of Recent Literature, Connecticut M. J. 
421 (May) 1946. 

11, (a) Kisker, G, W.: Behavioral Sequelae of Neurosurgical 
Therapy (Bilateral Prefrontal Lobotomy), J. Gen Psychol. 
33:171-192 (Oct.) 1945: (b) Dax, E., Smith, C. R. and 
Radley, E, J.: Early Effects of Prefrontal Leucotomy on 
Disturbed Patients with Mental Illness of Long Duration, 
J. Ment. Se. 89:182-185 (April) 1943. 
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education and retraining be employed, with 
a view to obtaining the most benefit possible 
from prefrontal lobotomy. It is our belief 
that this plan and objective can best be 
realized, for a definitely indicated period, in 
the controlled environment of a hospital and 
with specially trained personnel. A prema- 
ture return to the family, with its perhaps 
etiologically significant conflicts, tensions 
and over-solicitousness, and with its inca- 
pacity for adequate emotional adjustment to 
the many problems usually present for some 
time postoperatively, may make it impos- 
sible to realize fully the potentials inherent 
in the post-lobotomy personality. 





A TECHNIQUE TO REDUCE BLOOD 
LOSS DURING CESAREAN SECTION 


FRED M. DULA, M.D. 
LENOIR 


Various methods have been devised to de- 
crease the amount of blood lost during cesar- 
ean section. These vary from the application 
of multiple clamps along the edges of the 
uterine wound to the application of manual 
pressure over the lateral aspects of the lower 
uterine segment. 

Every surgeon is familiar with the dis- 
advantages of present methods, and dreads 
the hemorrhage which is attendant upon all 
these methods. For this reason he hastens 
the process of delivering the child, so that 
he may begin at the earliest moment to se- 
cure hemostasis. Only too often transfusion 
is necessary because of the emergency cre- 
ated by the uncontrollable blood loss. 

A very simple procedure which we have 
used is effective in controlling hemorrhage, 
and has the great advantages that it can be 
speedily accomplished and that it leaves the 
operative field uncluttered by instruments or 
assistants’ hands. 

This method employs Mayo-Robson intes- 
tinal clamps, the lower thirds of which are 
covered with soft rubber tubing. The tubing 
serves to protect the thinner, more vulner- 
able lower uterine segment from injury, and 
to apply a more even pressure along the 
whole course of the incision than would 
otherwise be possible; the thickness of the 
covered portion of the forceps makes up for 


From the Dula Hospital, Lenoir, North Carolina. 














292 NORTH CAROLINA 
the thinness of the uterine wall in its lower 
aspect. 

Description of Technique 


A routine midline or right or left para- 
median incision is made. The uterus is not 
delivered through the wound, nor is packing 
necessery to protect the peritoneal cavity 
from spillage. Palpation of the uterus will 
reveal the site of the placenta. A vertical 
incision is made through the uterine wall 
near its fundus and over that area where 
there is no placental attachment. This inci- 
sion need not be more than one inch in 
length, and should be carried carefully 
through the wall into the uterine cavity. 

Through this incision are introduced 
downward and one at a time the two intes- 
tinal clamps, with the convexity laterad. 
Bandage scissors are then used to complete 
the incision downward between the clamps. 
These clamps are left in situ until delivery 
of the placenta has been accomplished. 

Immediately after delivery of the child, 
pituitrin is injected into the uterine wall. 
Upon delivery of the placenta and removal 
of all placental debris, the clamps are re- 
moved and the uterine wall is repaired in 
the routine manner. Very little oozing of 
blood from the uterine incision will occur. 

This method obviates the extreme urgency 
for speed in cesarean section and replaces 
apprehension with confidence. Aside from 
the blood loss occurring as a result of pla- 
cental detachment, little more blood will be 
lost during such a procedure than during 
the average hysterectomy. 


Conclusion 


A technique to reduce hemorrhage in 
cesarean section and to expedite the per- 
formance of this operation has been de- 
scribed. No special equipment is required 
which will not be found in the usual surgical 
armamentarium. 





Psychosomatic medicine is medicine itself. The 
role of humanist cannot be assigned to any one 
group, whether its members be called psychiatrists, 
psychosomaticists, or priests. The study of man and 
his values is at least as much a part of internal 
medicine as physiology, chemistry, or anatomy. Fun- 
damental concepts which involve or modify our 
understanding of all disease can never be regarded 
as clinical specialties. — David P. Barr: The Re- 
sponsibilities of the Internist, Ann. Int. Med. 27:200 
(Aug.) 1947. 
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A BACCALAUREATE SERMON FOR A 
CLASS GRADUATING IN MEDICINE 


GEORGE D. HEATON, D.D. 
CHARLOTTE 


Text: Hebrews 2 


The only fair reciprocation for this experi- 
ence would be for a member of the medical 
profession to be invited to deliver the bac- 
calaureate sermon to a graduating class of 
young ministers. I am restrained in what I 
shall say to you today because I shudder to 
think what a physician might say to young 
men going into the ministry. I am sure that 
he would employ caustic words of denuncia- 
tion for the manner in which ministers have 
prolonged convalescence by visitations which 
exhausted the patient; and I hear him defy- 
ing the wrath of the ministry as he pleads 
for the abandonment of religious attitudes 
which cause functional illnesses as surely as 
germs cause infections. Unfortunately, I am 
in no position to invite you to speak to a 
graduating class of young ministers, as bad- 
ly as they need it. I can only ask you to bear 
with me this morning as though I were in a 
position to reciprocate this generous invita- 
tion. 


The Relationship between Physician 
and Clergyman 


The present professional courtesy between 
ministers and men of medicine is on the 
verge of disintegration. That professional 
courtesy was delightful and gracious. The 
whole community applauded it and supported 
it with a widely accepted philosophy of the 
role of medicine and religion. The people 
would look at the doctor and say, “He takes 
care of our bodies.”” They would then look 
at the minister and say, “He takes care of 
our souls.”” On Sunday morning in the typi- 
cal town, the practitioner on bodies makes 
his calls, and .the practitioner on souls 
preaches his sermon. There was a touching 
reciprocity as the surgeon operated on the 
minister’s wife and the minister performed . 
the wedding ceremony for the surgeon’s 
daughter. 

There is not a man in this graduating 
class who does not know—or ought to know 
—that this old relationship, based upon a 
false compartmentalization, is something 

Baccalaureate sermon delivered to the graduating class of 


the Bowman Gray School of Medicine of Wake Forest College, 
Winston-Salem, December 14, 1947. 
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which must pass and is already on the way 
out. There is today a new relationship be- 
tween minister and physician which means 
better health of body and soul to the peoples 
of the world. You know as well as I that per- 
sons are not body, mind, and soul in neat 
little compartments. You and I both know 
that unhealthy emotional disturbances make 
for sick bodies, and organically ill bodies 
bring to pass sick souls. There must be a 
new rapport between religion and medicine. 
The symbol of that rapport must be the 
close relationship of physician and clergy- 
man. 

A philosophy for this concept has been 
simply and effectively expressed in one of 
the earliest sermons of the Christian church. 
Part of that sermon you heard this morning, 
and one sentence of it ought never to be 
forgotten by any one of you. It was this: 
“We do not yet see all things controlled by 
man; what we do see is Jesus.” The basic 
idea of that statement is that it is the plan 
and purpose of God that things shall be con- 
trolled by man. The implication is very ob- 
vious that things shall be controlled by man 
only when man becomes in himself the kind 
of person who can control things, and when 
he looks upon things with such truth that 
he can bring them under control. You know 
as well as I that functional diseases will 
never be brought under control by organic 
treatment. We all are aware that there are 
vast areas of life which continually threaten 
us with destruction if we do not bring them 
under control. The personality which can 
most effectively accomplish this end is the 
personality which understands life in the 
light of the integrating influence of Jesus 
Christ, and which derives its hope for ulti- 
mate control by man from the knowledge of 
what Jesus Christ can do for a single man, 
has done for all society, and is yet seeking 
to do through men in the future. 

Specifically, we do not yet see all things 
controlled by man in the realm of good 
health. Some things that were once the 
scourge of the human race have been 
brought so completely under control that 
there is no excuse for a single fatality from 
such diseases. At the same time, there are 
new frontiers in which the battle has, to this 
time, been lost. We must give ourselves un- 
ceasingly to the task of bringing those fron- 
tiers under control. 

The supreme opportunity of the moment 
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is with the man who is entering the field of 
medicine. There is a frontier of discoverable 
truths in the realm of medicine which does 
not exist in any other field. I do not know 
of a group of men who have the potentiali- 
ties for revolutionary pioneering which 
your profession enjoys. The man who meas- 
ures up must be a man who understands the 
nature of himself and the nature of the 
frontier which beckons him. 


The Christian Philosophy of Vocation 


If the new members of the medical pro- 
fession are to fulfil the destiny which is be- 
fore them, there must certainly be a revival 
of a sense of religious vocation. The Chris- 
tian philosophy of vocation is very simple; 
a man is born with a certain inheritance de- 
termined by the types of genes which make 
up his personality, and within the many 
potentialities of that inheritance there is 
one vocation which best utilizes all of the 
abilities and capacities of the personality. 
When a man discovers that which best inte- 
grates all of his resources in one task, then 
he has found his calling. Now a man can 
interpret that calling in a secular way or in 
a Christian way; he can feel that he is quali- 
fied for medicine only by a chance arrange- 
ment of his atomic structure, or he can feel 
that he is qualified for medicine because of 
a Divine purpose to be fulfilled in his life. 

If medicine be nothing more than the 
treatment of organic conditions which can 
be measured in laboratory procedures, then 
a secularist is as well qualified for a medical 
career as a religious man. If, however, con- 
ditions of sound physical health are deter- 
mined by more than the conquest of organic 
disease, then that man who has a religious 
concept of his vocation is inherently quali- 
fied for the treatment of disease in a way 
superior to the man who does not. If life 
can be reduced to test-tube analysis, then the 
mechanistic man of medicine is competent 
and needs nothing else. If there are forces 
at work which determine physical responses 
and which are not measurable in the test tube 
nor in laboratory procedures, then the physi- 
cian must be acquainted with the factors 
which influence those forces. You see, it 
makes a great difference in the actual prac- 
tice of medicine how a man feels about his 
call into the profession. 

Now certainly the object of such vocation- 
al calling is that we shall bring all things 
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under the control of man. This appears to 
be the inherent purpose of the Creative 
Power. That purpose is well revealed in the 
orderly processes whereby, in obedience to 
physical and moral laws, events and experi- 
ences run their courses. If there were no 
physical laws upon which our chemistry 
could be built, then we might well believe 
that it would be impossible for things to be 
brought under the control of man. When 
we see the nature of the physical universe, 
however, we become convinced that it is 
written in the character of things that they 
can be understood and brought under the 
control of him who understands them. And 
that which is true in the physical realm is 
equally true in the moral and the religious 
realm. Since we live in such an orderly en- 
vironment, it therefore becomes the object 
of vocation that we should add to the control 
which man exercises over things. 

As a man stands before the vast areas of 
life which have not yet been mastered, he 
is heartened by one vision. He sees stand- 
ing there the eternal Christ, who in Himself 
represented the conquest over things and 
who gave the vision of the Kingdom in which 
all things should become conquered. The man 
who is most adequate for the career of con- 
quest in the field of medicine is the man who, 
in intimacy with that eternal Christ, be- 
comes possessed of understanding and dis- 
cernment which bring under mastery those 
things that cannot be controlled by labora- 
tory processes. He is the great physician 
who knows well the Great Physician. 


Potentialities in the Field of Medicine 


Each one of you has the heritage of a 
great profession, and ought always to stand 
in reverence when he recognizes the present 
moment in which he lives as the accumula- 
tion of all the labors and discoveries of the 
past. This present moment in the medical 
profession is the result of Pasteur, Lister, 
Koch, Harvey, Osler, Kelly, and a host that 
we have not time to name. But our rever- 
ence for the present is not due entirely to 
the fact that we are the result of all that 
has gone before. It is heightened by the 
reality that in this present moment are the 
potentialities of all that may ever yet be dis- 
covered in the field of medicine. That is why 
this moment should cause each man to bow 
in reverence and stand in awe, for this mo- 
ment has wrapped up within it the possi- 
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bilities of all that may ever yet be done in 
medicine. 

When a man recognizes that he has such 
a heritage in his vocation, he is confronted 
by the reality of overwhelming duty. When- 
ever it is possible for a man to alter the 
course of events, there and then that man 
has an inescapable duty. The worst vice of 
man is to have available for himself truth 
which would enable him to alter the course 
of events, and then to remain ignorant of 
that truth. No sin of your profession and 
mine is greater than the sin of being igno- 
rant of that which is true and which might 
change the destiny of human lives. 

Your profession has moved in a mighty 
way in controlling the course of events of 
human history. Causes of plagues have been 
removed. Scourges that harassed the human 
“ace have been wiped out. Proudly you ought 
to stand in the history of such a heritage, 
and humbly you ought to face the future. 


In the field of organic disease 

Obviously, the greatness of medicine in 
the past has been in the organic field. Since 
these are the diseases that so often kill, your 
conquest of them has made us all debtors to 
you. Within the span of the last half cen- 
tury, typhoid, typhus, smallpox, malaria, in- 
fluenza, and other deadly diseases have been 
successfully challenged by your resources. 
These things we see under the control of 
man. 

As we look ahead, it is to be hoped that 
other diseases of an organic nature will soon 
be conquered. How long the struggle will 
last no one can predict, but it is heartening 
to see the mobilization, in research and prac- 
tice, of the energies of the medical profes- 
sion to the end that these killing diseases 
might be overcome. You join that unnum- 
bered group of pioneers who, by the tedious 
way of daily practice or laboratory pursuit, 
keep hope alive in human hearts. The world 
stands in awe before the possibilities of your 
consecrated brains and skills. 


In the field of psychosomatic medicine 

But you know as well as I that the con- 
quest of these organic diseases is no more 
than half of your work. In the extremes 
of functional diseases, we discover that more 
than half of the hospital beds of this coun- 
try are occupied by those who are mentally 
ill. In the vast work of a government like 
New York State, one fourth of all its budget 
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is spent upon the care of the mentally ill. 
The information which has come to us from 
the War Department indicates that mental 
illness took a terrific toll of manpower dur- 
ing this last calamity. 

But we are not thinking of such extremes. 
We are thinking of those patients who come 
to the average doctor and who represent 
functional disorders rather than organic dis- 
eases. Dr. Joseph T. Wearn of Cleveland, in 
a recent article in the Journal of the Ameri- 
can Medical Association, indicated that at 
least five of every ten patients who consult 
physicians today prove to have no organic 
basis for their complaints. You and I know 
that their complaints are real; their illness 
is genuine. It is in the treatment of these 
patients that most of you will find your 
greatest frentier. The vistas of psychoso- 
matic medicine are just opening up for most 
of the medical profession. 

Of course, the principle of such medicine 
has been known for centuries. One recalls 
that the wise Socrates, when he returned 
from the Greek campaign in Thrace, chided 
the physicians of Athens for not realizing 
as the Thracians did that the body would not 
be cured without the mind. He said to them, 
“This is the reason why the cure of many 
diseases is unknown to the Physicians of 
Greece, because they are ignorant of the 
whole.” 

The time has come for the medical pro- 
fession to abandon the hostility, which is 
actual or insinuated, between the organic 
field and the psychosomatic field, and to 
recognize that the patient must be treated 
as a whole. To the young man going into 
medicine today, I would say that no incanta- 
tion of a priest of barbiturates can accom- 
plish what the peace of mind brought to pass 
through prayer can do. It has been my privi- 
lege to work very closely with men of the 
medical profession in the treatment of func- 
tional disorders. I recall the woman who, 
operated on for a malignancy, has during 
the postoperative period of eighteen months 
been haunted by the fear of a recurrence. 
Her surgeon called me up and said, “I have 
just talked with this woman, and this is her 
self-diagnosis: ‘I am choking to death on a 
ball of fear that is in my throat, and I cannot 
get it out.’” I have been working closely with 
that surgeon, who gave the assurance that 
at the present moment there is no discover- 
able evidence of return, and working to that 
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peace of mind which comes by courageous 
faith over one’s circumstances. That wo- 
man’s pulse has been brought down to its 
best point in all her medical history. At the 
same time, the ball of fear has been removed 
and the woman in terms of physical health 
is stronger than in her lifetime. The success- 
ful physician of tomorrow can no more dis- 
miss the claims of religion upon the life of 
the patient, or upon his own life, than he 
could dismiss the claims of penicillin in the 
treatment of organic disease. 

If I were going out into the practice of 
medicine today, I think that I would be more 
impressed by the possibility of aid to my 
patients in the treatment of functional dis- 
eases than by any other factor. Before the 
reality of backaches which surgery and or- 
thopedic procedures did not relieve, I would 
stand unashamedly and seek the functional 
answer. There is no profession which can 
take the place of the medical profession in 
the treatment of such disorders. It cannot 
be left to the quackery of those who exploit 
the intuitions of people through so-called 
psychological clinics. 

It is in this way that I believe that the 
medical profession will find its answer to the 
outery against specialization. We cannot 
have sound medicine without the pediatri- 
cian, the radiologist, the gynecologist, or 
the orthopedist; but at the same time the 
human being cannot be treated as though 
he were all foot, or all gland, or all eye. 
When the specialist becomes adept in the 
recognition of functional illness and in its 
treatment, then that which the average pa- 
tient hungers for will be met; and we shall 
not have lost anything in the treatment of 
organie disorders. 

Conclusion 

I say to you, very honestly, that it takes 
a whole man to treat the whole man. A 
rogue can follow the findings of the labora- 
tory and make the proper diagnosis and 
treatment of an organic illness. He, at 
the same time, is helpless when he under- 
takes to treat the total person. If a man is 
to bring things under the control of men, 
then he in himself must be a man who has 
things under control. Before a human life 
ever brings under control all things, that 
person must be controlled and dominated by 
the Christ. In that Christ alone is the full 
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integration of all truth. No man ever be- 
comes so smart that he possesses knowledge 
which enables him to dispense with the 
Christ of all truth. In the light of the task 
which you have, I say to you, very humbly 
and very sincerely, that your successful pur- 
suit of the field of medicine depends in a 
large part upon the wholeheartedness with 
which you accept and pursue the way of life 
which is in Christ Jesus. 
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Within the span of a decade the prognosis 
of many diseases formerly considered hope- 
less has altered unbelievably for the better. 
The progress which has resulted from the 
use of penicillin in the treatment of subacute 
bacterial endocarditis affords one of the 
most dramatic and heartening examples of 
this fact 


Treatment before the Era of 
Chemotherapy 


The epidemiology and symptomatology of 
subacute bacterial endocarditis, and the 
various remedies which have been tried for 
it, have been exhaustively treated in sev- 
eral summarizing articles’ and will not be 
reviewed here. Until the advent of chemo- 
therapy all contributions to the literature 
dealing with this subject simply added to 
our knowledge of the disease and to the list 
of treatments which had been tried without 
success. So uniformly fatal and so refrac- 


tory to all treatment had been the disease 
1. (a) White, P. D.: 


Macmillan Co., 
Boyd, L. J.: 


Heart Disease, ed. 3, New York, The 
1944, pp. 356-370; (b) Scherf. D. and 
oyd Cardiovascular Diseases, Philadelphia, J. B. 
Lippincott, 1947, pp. 90-96; (c) Kelson, S. R.: Observations 
on the Treatment of Subacute Bacterial (Streptococcal) 
Endocarditis since 1939, Ann. Int. Med. 22:75-96 (Jan.) 
1945; (d) White, P. D.. Mathews, M. W., and Evans, E.: 
Notes on the Treatment of Subacute Bacterial Endocardi- 
tis Encountered in 88 Cases at the Massachusetts General 
Hospital during the Six-Year Period 1939 to 1944 (In- 
clusive), Ann. Int. Med. 22:61-74 (Jan.) 1945: (e) Sea- 
bury, J. H.: Subacute Bacterial Endocarditis, Experiences 
during Past Decade, Arch. Int. Med. 7921-21 (Jan.) 1947: 
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and Treated between 1927 and 1939, Ann. Int. Med, 22: 
10-60 (Jan.) 1945, 
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that in cases of reported recovery the accur- 
acy of the diagnosis was often subject to 
question. Having established the diagnosis 
of subacute bacterial endocarditis, the phy- 
sician was compelled to offer the patient and 
his family a practically hopeless prognosis, 
and could resort only to symptomatic ther- 
apy. 


Treatment with Sulfonamides 


The hope aroused by the introduction of 
the sulfonamides was soon found to be un- 
warranted. The sulfonamides combined 
with fever or anticoagulant therapy in- 
creased the recovery rate very little. Wil- 
lius'’ cited the following figures from the 
literature: 


Table 1 
Per Cent 
No. No. Cures Cures 
Treatment Treated Claimed Claimed 
1. Spontaneous recovery ........ 2596 25 1.0% 
2. Sulfonamide compounds .... 489 21 4.0% 
3. Chemotherapy combined 
with Beparin ....................... 109 7 6.5% 
4, Chemotherapy combined 
with hyperthermia ..... 61 4 6.5% 
5. Chemotherapy with intra- 
venous typhoid vaccine. 45 7 15.5% 


Kelson in 1945" listed thirteen different 
methods of therapy, most of them including 
one of the sulfonamides, which had _ been 
tried with little or no success by various 
authors. He found only 68 recoveries re- 
ported from 1939 to 1944. Of 34 cases which 
he personally treated with a combination of 
heparin and a sulfonamide, 10 recovered. 


Treatment with Penicillin 


Penicillin aroused more hope than had the 
sulfonamides. At first, however, it seemed 
that once more this optimism had _ been 
groundless. Florey and Florey"? in 1943 re- 
ported the use of penicillin in the treatment 
of 1 case of subacute bacterial endocarditis 
due to Streptocococcus viridans; there was 
temporary improvement, but relapse and 
death occurred after the drug was discon- 
tinued. Herrell in 1943’) and 1944” re- 
ported 2 cases of subacute bacterial endo- 
carditis not cured by penicillin in the doses 


2. Willius, F. A.: Subacute Bacterial Endocarditis; Signs, 
Course, Complications, Prognosis, Proc. Staff Meet., Mayo 
Clin. 19:6138-615 (Dec, 27) 1944. 


3. Florey, M. E. and Florey, H. W.: 
ministration of Penicillin, Lancet, 
1943. 

4. Herrell, W. E.: 
Use of Penicillin, 
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1:387-397 (March 27) 


(a) Further Observations on the Clinical 
Proc. Staff Meet., Mayo Clin. 18:65-76 
(March 10) 1943; (b) Gramicidin and Penicillin, S. Clin. 
North America 238:1163-1176 (Aug.) 1943. 

5. Herrell, W. E.: The Role of Penicillin in the Treatment 
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then available. 

Penicillin appeared so ineffective initially 
in the dosage used that it was not even allo- 
cated by the National Research Council for 
treatment of subacute bacterial endocarditis. 
In 1944 Keefer’, in outlining the policy of 
the group, reported, 


“Up to the present time 17 patients with bacterial 
endocarditis have been treated. There were 4 deaths 
(23 per cent). No appreciable effect on the course 
of the disease was noted in 10 of them (59 per 
cent). Three patients improved temporarily while 
under treatment, although 2 of these relapsed soon 
after treatment was discontinued. The amounts of 
penicillin used varied from 240,000 to 1,760,000 units 
over a period of from nine to twenty-six days. There 
is good evidence that some strains of organisms are 
slightly more susceptible to penicillin than others, 
and there is also evidence that the blood stream can 
be sterilized temporarily, at least in some cases. 
On the whole, however, the results in the few 
cases treated were disappointing.” 


Again in 1944, Keefer” reported, “Of 55 
cases treated with penicillin, only 3 were 
alive after one year of study.”’ 

After larger quantities of penicillin be- 
came available, the treatment of subacute 
bacterial endocarditis with this drug _ re- 
sulted in an increase in the reported per- 
centage of recoveries. White and his .co- 
workers''" in 1945 reported 9 cases treated 
between January, 1944, and September, 
1944, with 200,000 units of penicillin daily 
for a period of three weeks. Six of these 
cases apparently remained cured after an 
admittedly short period of observation. 
Meads, Harris, and Finland in 1945 re- 
ported 9 cases of subacute bacterial endo- 
carditis treated at the Boston City Hospital 
during 1944 with a dosage of 300,000 units 
daily for two weeks. Of these patients, 7 
were well and free of infection after an ob- 
servation period of one to eleven months. 
They noted no advantage in the use of hepa- 
rin as an adjunct to the penicillin therapy. 

In the light of these and other similar 
reports, more effective and ‘‘massive”’ doses 
of penicillin have been used subsequently 
with increasingly gratifying and well-sub- 
stantiated results. Bloomfield and Halpern‘? 
reported in December, 1945, 18 selected cases 
successfully treated. Seven of these had been 
followed from twelve to seventeen months, 
and the remaining 11 had been followed 
from three to eleven months. This series, 
6. Keefer, C. S.: Discussion of papers on penicillin, J.A.M.A. 

124:636-637 (March 4) 1944. 

7. Meads, M., Harris, H. W. and Finland, M.: 
ment of Bacterial Endocarditis with Penicillin, 
land J. Med. 232:463-474 (April 26) 1945. 

8. Bloomfield, A. L. and Halpern, R. M.: 
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however, was limited to cases in which the 
strain of streptococcus was sensitive to a 
dilution of 0.1 unit of penicillin per cubic 
centimeter. All patients received a minimum 
of 160,000 to 200,000 units a day for at 
least two months. In 1 patient who was re- 
sponding satisfactorily, the dosage was in- 
creased to 1,000,000 units every twenty-four 
hours and continued at this level for a little 
more than a month, until a total of 33,750,- 
000 units had been given. 

In March, 1946, Glaser and his associ- 
ates’ reported the case of a 24-year-old 
woman with subacute bacterial endocarditis 
who was improved but whose culture was 
not rendered negative by a total of 167,000,- 
000 units of penicillin, the dosage at times 
having been as high as 4,000,000 units in 
twenty-four hours. Inhibition of her organ- 
ism in vitro was not obtained with less than 
3.5 units of penicillin per cubic centimeter. 
In the same month Christie’ in England 
reported to the British Medical Research 
Council on 147 patients treated in fourteen 
different areas. This study had been initi- 
ated as a result of the favorable reports be- 
ing received from the United States regard- 
ing the use of larger doses of penicillin for 
longer periods. He stated that until eighteen 
months previously only a few such patients 
had been treated, and these with discourag- 
ing results. Of the 147 patients included in 
this cooperative study, however, 81 were ap- 
parently cured and 50 died. More recently 
MeMillan"''’ reported 12 cases with 11 re- 
coveries, Seabury''"' 12 cases with 7 recov- 
eries and Thill''*’ 22 cases with 15 recover- 
ies. 

It is still too early to evaluate recovery 
rates accurately because of the relatively 
brief time during which most of the ade- 
quately treated cases have been followed. 
Seabury''’ in January, 1947, stated that the 
cases reported until then indicated that peni- 
cillin treatment would probably result in a 
recovery rate of 65 to 70 per cent. Even if 
many of these “recoveries” prove not to be 
permanent, this figure stands in dramatic 
contrast to the mortality of nearly 100 per 


9. Glaser, R. J., Smith, R. O.. Harford, C. G.. Wood, W. B., 
Jr.: The Treatment of Bacterial Endocarditis with Peni 
cillin, J. Lab. & Clin. Med. 31:291-312 (March) 1946. 
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M. J. 1:381-883 (March 16) 1946. oe 
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cent before the sulfonamides were available 
and to the very low recovery rate resulting 
from their use. 

Warren" in December, 1946, reviewed 
48 reported cases of acute bacterial endo- 
carditis, 7 of which recovered. He then 
added a case of his own due to Streptococcus 
hemolyticus, in which the infection was ar- 
rested by a total of 22,629,000 units of peni- 
cillin given over a period of seventy-two 
days. This case is of particular interest in 
reference to our case reported below because 
the organism in both instances was the Str. 
hemolyticus. 

For several reasons we felt that our case 
should be classified as one of subacute bac- 
terial endocarditis, due to the beta hemolytic 
Streptococcus. The prolonged course of the 
disease, the evidence of valvular damage, 
and even the subsequent cardiac decompen- 
sation are factors which led to the classifi- 
cation of this case as subacute rather than 
acute bacterial endocarditis. The beta hemo- 
lytic Streptococcus is not often the causa- 
tive organism in subacute bacterial endo- 
carditis, being reported by Seabury in 
only 1.9 per cent of a series of 105 cases. 
Seabury also reported that 8.2 per cent of 
his cases were apparently related to abortion 
or to the puerperium. It is of interest that 
our patient became ill following delivery. 

Because of the difficulties encountered in 
the treatment of this case and because of the 
patient’s eventual recovery after she had re- 
ceived amounts of penicillin larger than we 
had then found reported elsewhere, it was 
thought that a detailed report of the case 
would be of interest. Subsequently, there 
have appeared reports of cases in which still 
larger doses were given. Hagedorn and 
Scheifley''!) from the Mayo Clinic reported 
the case of a patient who recovered after re- 
ceiving 337,450,000 units. Christie’, in a 
summary report to the British Medical Re- 
search Council, mentioned the use of dosages 
as high as 40,000,000 units per day. Tumulty 
and Harvey''* from the Johns Hopkins Hos- 
pital reported 2 cases treated with massive 
doses of penicillin. One received 295,000,000 
units and another 1,450,000,000 units—the 
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largest dosage we have encountered. 
Case Report 


A 26-year-old white, married textile-worker and 
housewife was admitted to the Charlotte Memorial 
Hospital on August 28, 1946, on the service of Dr. 
E. J. Wannamaker, with whom she was later seen 
in consultation. 

Her family history revealed that her father had 
diabetes and her mother had had two stillbirths. 
The patient had had two full-term pregnancies. 
One of her children was born blind. 

Her past history indicated that she had tonsillitis 
three times before the removal of her tonsils in 
1943. From the age of 14 she had had recurrent 
episodes of mild “rheumatism,” at times with fever 
and aching of her knees and ankles. She had never 
been sufficiently ill to seek hospital care, and the 
diagnosis of rheumatic fever was never definitely 
established. There had been no epistaxis during 
childhood. 

The patient had subsequently been in good health 
until her second delivery on January 24, 1946. From 
this date she began to have a persistent, low-grade 
fever and frequent brief, profuse menstrual periods. 
She gradually became weaker. After one or two 
months, she began to have chills. In May, 1946, 
pain, redness and swelling developed at the base 
of the right second toe. These symptoms subsided 
in one week, only to be followed by the development 
of a similar condition in the right hand, lasting 
two or three weeks. During this time she had a 
severe episode of nocturnal coughing productive of 
some blood. The joint symptoms subsided, but 
chills and fever persisted. The patient was advised 
by her physician to enter the hospital, but refused 
to do so. She later became so ill that she did enter 
a hospital in another city for two weeks in June, 
1946. She had no subsequent menorrhagia, but de- 
veloped amenorrhea, 

Following this hospitalization she remained at 
home, in bed much of the time, suffering from pal- 
pitation, anorexia, weakness, weight loss, and vague 
aching in her joints and chest, until the time of her 
admission to the Charlotte Memorial Hospital. It 
was estimated that she had lost 85 pounds since 
the onset of her illness, her weight having decreased 
from 200 to approximately 115. 

On admission the oral temperature was 101.2 F., 
the pulse 130, respiration 32, and blood pressure 
130 systolic, 80 diastolic. The patient was obviously 
ill, being emaciated, pale, and partially disoriented. 
The fundi were not then examined, but were later 
noted to be normal. A few rales were heard at the 
base of the right lung. The cardiac rate was regular 
and very rapid, and a harsh, grade 3 systolic mur- 
mur was heard over the entire precordium; no dias- 
tolic murmur was heard. The liver edge was just 
palpable and the spleen was enlarged. There was 
slight tenderness and limitation of motion in the 
knees, ankles, shoulders and the smaller joints of 
the hands, but no redness or swelling of any 
joint. No embolic phenomena were noted. Reflexes 
were normal. A gynecologic consultant later found 
the pelvic structures to be essentially normal and 
suggested that the amenorrhea was secondary to 
her severe illness and infection. 

Laboratory studies revealed 9.8 Gm. of hemo- 
globin, 3,720,000 erythrocytes, and 4,450 leukocytes 
with 85 per cent polymorphonuclear cells (including 
11 per cent nonsegmented cells), 14 per cent lympho- 
cytes, and 1 per cent monocytes. In spite of several 
transfusions the anemia persisted throughout her 
hospitalization, and the white blood cell count was 
usually low or normal. The highest leukocyte count 
was 12,500, with 89 per cent polymorphonuclear cells 
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(17 per cent nonsegmented) and 11 per cent lympho- 
cytes. The sedimentation rate (Wintrobe—corrected ) 
was 23 mm. in an hour. Blood Kahn and Wasser- 
mann reactions were negative. The blood prothrom- 
bin time was 74 per cent of normal. A voided speci- 
men of urine had a specific gravity of 1.015 and a 
pH of 5.5; it showed a trace of albumin, no sugar, 
10 to 15 white blood cells per high power field, and 


rare granular casts in the centrifuged sediment. 
Blood nonprotein nitrogen was 27 mg. per 100 ce. 


The icterus index was 7. 

An electrocardiogram on August 29 showed a 
rate of 134 with low or flat T waves in all limb 
leads and in lead CF-IV; a small Q., and a moder- 
ately deep Q. were present. Roentgenograms of the 
chest were initially normal and later revealed a 
general increase in pulmonary markings and gen- 
eralized cardiac enlargement. Results of blood cul- 
tures are indicated on the accompanying chart (fig. 
1). 

The patient remained in the hospital for sixty- 
seven days. During much of the time she was se- 
verely ill and often semi-stuporous. There were evi- 
dences of multiple emboli to the finger tip, the 
spleen, the kidneys, the lungs, and even to the cen- 
tral nervous system, producing the characteristic 
syndrome of embolic encephalitis’). The general 
course of her illness and the specific therapy are 
indicated graphically in figure 1. 

On admission the administration of moderately 
large doses of salicylates was begun because of the 
possibility of active rheumatic fever. Two days after 
admission, however, the blood culture was renorted 
positive for an organism which was identified only 
as beta Streptococcus hemolyticus. The administra- 
tion of penicillin was begun, and the amount was 
gradually and constantly increased as indicated on 
the chart. The drug was given by intermittent 
intramuscular injection and by continuous intra- 
venous or intramuscular infusion. Sulfadiazine was 
administered by mouth for three days, but was dis- 
continued because of the appearance of a rash. In 
spite of this occurrence, however, sulfadiazine and 
then sulfamerazine were administered later in con- 
17. Alpers, B. J. and Gaskill, H. S.: Pathological Character- 


istics of Embolic or Metastatic Encephalitis, J. Neuropath. 
& Exper. Neurol, 3:210-223 (July) 1944. 


junction with penicillin. This time the drugs appar- 
ently had no ill effect, though there is a definite 
possibility that the high spikes in the patient’s 
temperature shortly before the discontinuance of all 
medication may have been drug fever. Streptomycin 
was used for a time, and both para-aminobenzoic 
acid and sodium para-amino hippurate with heparin 
were given, but it is difficult to say whether either 
had any effect upon the outcome. 

Laboratory facilities for securing penicillin 
levels were not available, and sensitivity tests with 
the organism were not done initially. When these 
studies were begun, it was noted that a laboratory 
strain of Staphylococcus aureus was completely in- 
hibited by 0.04 units of penicillin per cubic centi- 
meter, while the patient’s strain of beta Str. hemo- 
lyticus was very slightly inhibited by the patient’s 
serum even while she was receiving large doses of 
penicillin. The same findings were noted again on 
the thirty-eighth, thirty-ninth, and fortieth hospital 
days, after the patient had received two doses of 
1,000,000 units of penicillin at hourly intervals, the 
second dose being given one hour prior to the test. 
The patient’s organism showed no sensitivity to a 
15 per cent solution of each of various sulfonamide 
drugs tested, The sensitivity to streptomycin was 
so slight that the laboratory reported that the 
effective concentration would have to be 1,000 units 
per cubic centimeter. 

It was unfortunate that more accurate, quantita- 
tive sensitivity studies could not be obtained. Those 
available, however, demonstrated the great resist- 
ance of the offending organism to the chemothera- 
peutic and antibiotic drugs, and indicated the neces- 
sity for utilizing massive doses of these agents and 
taking advantage of the synergistic effect of com- 
binations of them if any success were to be 
achieved, 

As a result of these data the dosage of penicillin 
was increased to a maximum of 1,000,000 units an 
hour. On two days the patient received 27,000.000 
and 24,000,000 units within twenty-four hours, This 
dosage was a measure of desperation when it 
seemed that the patient was growing steadily worse 
and when a positive blood culture was again re- 
ported following two negative cultures. On the 
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forty-third and fiftieth hospital days the patient’s 
organism was completely inhibited by her serum. 
Serum drawn on the fifty-first hospital day, how- 
ever, again caused practically no inhibition in di- 
luted specimens; complete inhibition occurred in 
undiluted serum containing 5 units of penicillin per 
cubic centimeter. Because of this finding and _ be- 
cause of the further unfavorable sensitivity re- 
actions to streptomycin and to the sulfonamide 
drugs, it was felt that everything that was possible 
or justified had been done, Consequently, all medi- 
cation was discontinued on the fifty-third hospital 
day. The patient had received a total of 242,900,000 
units of penicillin over a period of fifty-three days. 

Contrary to all expectations, the patient’s temper- 
ature fell to normal within three days. She gradu- 
ally improved and was discharged two weeks after 
discontinuance of drug therapy. There was still little 
optimism regarding the prognosis, but her physi- 
cian reported three weeks after her discharge that 
there had been no recurrence of fever and that she 
was doing well. A careful follow-up study in Sep- 
tember, 1947, indicated that she had remained well 
until December, 1946. At that tiime she had an 
episode of “flu” with fever and aching, followed by 
gradually progressive cardiac decompensation with 
edema, She was finally admitted to a nearby hos- 
pital in February, 1947. Her response to digitaliza- 
tion, diuretics, and fluid and salt limitation was 
good, and she has subsequently remained on digi- 
talis. In March, 1947, she suddenly noticed black 
spots in front of her eyes, became unconscious, and 
had a convulsion. She remained unconscious for two 
days, had no memory for that time, and awoke 
without headache, weakness, or other residual symp- 
toms. Since then she has occasionally had episodes 
of “funny feeling” and dizziness, and at times has 
had palpitation, She has, however, been out of bed 
during the day and has been fairly active. Her 
energy is good and she has no dyspnea. Early in 
Sentember, 1947, she was able to return to work. 

Examination at this time revealed the blood 
pressure to be 140 systolic, 80 diastolic, the temper- 
ature 97.8 F., pulse 88, and weight 140% pounds. 
There was moderate cardiac enlargement and a 
harsh, grade 4 systolic murmur was heard over the 
entire precordium, loudest at the apex; no diastolic 
murmur was audible. The remainder of the exami- 
nation was essentially normal. Fluoroscopy con- 
firmed the presence of cardiac enlargement and 
showed a definite prominence in the region of the 
left auricle. Urinalysis showed a pH of 5 and a 
snecific gravity of 1.014; the urine was negative for 
albumin and sugar, but contained 2 to 4 leukocytes 
and 3 to 6 erythrocytes per high power field. A 
blood count showed 13 Gm. of hemoglobin, 4.050,000 
erythrocytes, and 8,250 leukocytes. The sedimenta- 
tion rate was 24 mm. in an hour. The blood Wasser- 
mann reaction and two blood cultures were negative. 


Present Principles of Treatment 


In this case we see illustrated several prin- 
ciples of importance in the treatment of sub- 
acute bacterial endocarditis. The necessity 
for establishing a bacteriologic diagnosis be- 
fore therapy is begun and for preserving a 
culture of the original organism is obvi- 
ous''*!. Though it may not always be neces- 


Ik. (a) MacNeal, W. J. and Blevins, A.: Bacteriological Stud- 
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Hunter, T. H., Duane, R. B., Jr.: Subacute Bacterial Endo- 
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209-211 (Sept. 28) 1946: (c) McDermott, W., Leask, M. M.. 
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sary or possible to do sensitivity studies or 
to follow penicillin levels in the blood, both 
of these procedures may become of primary 
importance in certain cases where the re- 
sponse to the initial program of therapy is 
unsatisfactory. They may indicate the dos- 
age of penicillin which will be necessary, and 
suggest whether the sulfonamides or strep- 
tomycin"”’ may effectively be used in com- 
bination with penicillin. On the other hand, 
we must remember that studies in vitro can- 
not duplicate conditions in vivo, and that 
exact dosages of drugs can not be calculated 
from the former. No studies in vitro, not 
even those utilizing the patient’s own serum, 
can satisfactorily evaluate the many vari- 
ables which are included in the term “patient 
resistance.” 

The necessity for giving adequate initial 
treatment and for increasing the amounts 
of the drug subsequently or adding other 
medications, according to the patient’s re- 
sponse and in the light of special laboratory 
data, should be emphasized. The adminis- 
tration of small amounts of penicillin or of 
the sulfonamide drugs in patients with fever 
who are suspected of having subacute bac- 
terial endocarditis is unwise. Such therapy 
may simply obscure the diagnosis tempo- 
rarily and render the offending organism 
insensitive, or at least less sensitive, to the 
drugs which constitute now our major weap- 
ons, thus lessening the chances of accom- 
plishing a complete cure later. This case 
makes it obvious that therapy should be con- 
tinued over a long period, in spite of initially 
unfavorable results. 

On the basis of present knowledge, though 
there are differences of opinion regarding 
details, it would seem that a basic program 
of treatment for subacute bacterial endo- 
carditis should include 100,000 units of peni- 
cillin every two to three hours—a total of 
800,000 to 1,200,000 units of penicillin every 
twenty-four hours—until the patient shows 
a satisfactory response. Therapy should then 
be continued at a reduced dosage for a mini- 
mum of six to eight weeks. It is generally 
agreed that certain other chemotherapeutic 
agents may at times be used to achieve a 
synergistic effect in such a program. At 
the same time blood transfusions, vitamins, 
an adequate diet, and all other measures 


19. (a) Hunter, T. H.: Use of Streptomycin in the Treatment 

of Bacterial Endocarditis, Am. J. Med. 2:436-442 (May) 
1947; (b) Priest, W. S. and McGee, C. J.: Streptomvecin 
in the Treatment of Subacute Bacterial Endocarditis, 
J.A.M.A, 182:124-126 (Sept. 21) 1946. 
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which tend to enhance the resistance of the 
patient should be employed. The use of anti- 
coagulants is unnecessary and probably dan- 
gerous. In spite of some conflicting reports, 
there is much evidence that their use in- 
creases the already considerable hazards of 
the disease!?"), 

That these patients must be carefully fol- 
lowed after recovery is evident. It is neces- 
sary to take all the known precautions to 
prevent reinfection and to utilize every 
means of detecting and treating it promptly 
should it occur. As this case illustrates, we 
must also be constantly alert for secondary 
cardiac complications, to which patients who 
have recovered from subacute bacterial 
endocarditis seem to be particularly suscep- 
tible’. 

Summary 


1. The methods of treatment employed in 
subacute bacterial endocarditis have been 
reviewed and the results achieved by these 
various methods have been evaluated. 

2. The great improvement in the progno- 
sis of this disease which has been accom- 
plished through the use of penicillin has been 
shown. 

3. A case of bacterial endocarditis, prob- 
ably subacute, due to the beta Str. hemolyti- 
cus is reported. In spite of an insensitive 
organism, serious complications, and initial- 
ly discouraging results, a satisfactory re- 
sponse was achieved following a total dos- 
age of 242,900,000 units of penicillin, com- 
bined at intervals with other chemothera- 
peutic agents. 

4. The general principles of the current 
treatment of subacute bacterial endocarditis 
have been outlined. 


20. (a) Katz, L. N. and Elek, S. R.: Combined Heparin and 
Chemotherapy in Subacute Bacterial Endocarditis, J.A.M.A. 
124:149-152 (Jan. 15) 1944; (b) Cooke, W. T. and Taylor, 
A. B.: Treatment of Subacute Infective Endocarditis with 
Heparin and Chemotherapy, Brit. Heart J. 5:229-237 (Oct.) 
1943; (c) Meyer, O. O. and Thill, C. J.: Penicillin and 
Dicumarol, and Penicillin in the Treatment of Subacute 
Bacterial Endocarditis, J. Lab. & Clin Med, 31:487-490 
(April) 1946. 





In a nationalized medical service not only would 
the personal relationship between doctor and patient 
be largely lost, but there would be a tendency for 
the “case”, no longer a “patient”, to be sent the 
rounds of the medical factory, see a number of 
specialists, have performed on him a number of 
tests and never at any time have a good general 
appraisal in which due consideration is given to the 
personal and clinicai history and the ordinary bed- 
side examination. — Leslie Hurley: The General 
Practitioner and the Specialist, M. J. Australia 1: 
68 (Jan. 17) 1948. 
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EARLY AMBULATION IN ABDOMINAL 
SURGERY 


F. M. SIMMONS PATTERSON, M.D., F.A.C:S. 
and 


JAMES J. RICHARDSON, M.D. 
LAURINBURG 


The practice of employing early ambula- 
tion in abdominal surgery is not a new one, 
for it was recommended by Ries in 1899'!’. 
It has been only during the last seven years, 
however, that the practice has gained wide- 
spread support in this country. The history 
of early ambulation has been covered by 
other authors’. The purpose of this article 
is to present experiences gained from an 
active surgical service in a small hospital 
and to approach the subject from a clinical 
point of view. 


Physiologic Effects of Bed Rest 


Recumbency affects almost all the organs 
in the body, particularly the cardiovascular, 
respiratory, gastrointestinal, and urinary 
systems. It has been shown that the recum- 
bent position causes an impairment of the 
circulatory reflexes’, a diminution of car- 
diac output, a venous pressure deficit, a 
blood volume deficit, and a decrease in the 
reserve of the venopressor mechanism. It 
has been further shown that the longer the 
horizontal position is maintained, the slower 
the convalescence from disturbed cardio- 
vascular function. The stasis of venous 
blood in the pelvis and lower extremities 
which results from bed rest is of unques- 
tionable importance in the development of 
phlebitis and phlebothrombosis. Prompt and 
repeated rising after surgery has been found 
to effect a rapid return of the circulation to 
normal. 

The decrease in the vital capacity of the 
lungs, in the function of the diaphragm, and 
in the efficiency of the cough reflex which is 

From ‘the Department of Surgery, Scotland County Memorial 
Hospital, Laurinburg, North Carolina. 

1. Ries, E.: Some Radical Changes in After-Treatment of 
Celiotomy Cases, J.A.M.A. 33:454-456 (Aug. 19) 1899, 

2. (a) Burch, J. C., and Fisher, H. C.: Early Ambulation in 
Abdominal Surgery, Ann. Surg. 24:791-798 (Oct.) 1946; 
(b) MeClure, Roy D.: Early Ambulation after Operation, 
Editorial, Am. J. Surg. 70:1-3 (Oct.) 1945, 

3. (a) Bellis, C. J., Doss, A. K., and Craft, C. B.: The Cir 
culation Rate after Operation, with Special Reference to 
Effect of Position, Surgery 13:35-45 (Jan.) 1943: (b) 
Mayerson, H. S., and Burch, G. E.: Relationship of Tissue 
(Subcutaneous and Intramuscular) and Venous Pressures 
to Syncope Induced in Man by Gravity, Am. J. Physiol. 
128:258-269 (Jan. 1) 1940; (c) Snyder, J, C.: The Cardiac 
Output and Oxygen Consumption of Nine Surgical Patients 


before and after Operation, J. Clin. Investigation 17:571 
579 (Sept.) 1938, 
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produced by prolonged recumbency"? is apt 
to result in some degree of atelectasis. 
Schafer and Dragstedt’’ have pointed out 
that this condition probably accounts for the 
fact that bedridden patients usually main- 
tain a higher and more prolonged elevation 
of temperature than those who are allowed 
to be up. They have shown that the erect 
posture produces a downward pull on the ab- 
dominal contents, lowering the diaphragm 
and increasing the efficiency of the cough 
reflex. 

Almost all who have practiced early am- 
bulation have noted the usual prompt re- 
turn of gastrointestinal function and the 
rare occurrence of urinary retention. 


Basis of Report 


Two groups of cases have been used as 
the basis of this report. One group of 154 
patients were on the surgical service of Dr. 
J. Montgomery Deaver, Lankenau Hospital, 
Philadelphia, Pennsylvania, during the peri- 
od April 1 to September 21, 1946. All of 
these patients were seen personally by the 
junior author each day during the _ post- 
operative period. The other group of cases 
includes 440 abdominal operations per- 
formed at the Scotland County Memorial 
Hospital between November 11, 1946, and 
October 21, 1947. All of these patients were 
seen by both authors each day during the 
postoperative period of hospitalization. In 
both groups only those patients who sat up 
in a chair at least by the end of the first 
postoperative day and who walked at least 
by the end of the second postoperative day 
are included. In about half of the cases here 
reported the patients walked within the first 
twenty-four hours after operation: the 
others walked by the end of the first forty- 
eight hours. 


Method of Wound Suturing 


With the single exception of McBurney 
incisions (which we close with chromic cat- 
gut), non-absorbable sutures are used to 
close the fascia. The peritoneum is united 
with a double continuous no. 0 chromic cat- 
gut suture, meticulous care being taken to 
include the transversalis fascia in this suture 
f. (a) Corylloss, P. N.: Postoperative Pulmonary Complica- 

tions and Bronchial Obstruction, Surg., Gynec. & Obst. 50: 

795-827 (May) 1930: (b) Powers, J. H.: Vital Capacity: 

Its Significance in Relation to Postoperative Pulmonary 

Complications, Arch, Surg. 17:304-323 (Aug.) 1928. 

5, Schafer, P. W., and Dragstedt, L. R.: “Early Rising” 


Following Major Surgical Operations, Surg., Gynec. & 
(July) 1945, 


Obst. 81:93-97 
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Table 1 


Operative Procedures 


Postoperative D tuys 
in Hospital 








Operation No. Cases (Average) 
Appendectomy _ ......... 22% 7.1 
Hysterectomy, 

total, supravaginal 120 10 
Pelvic operations, misc. 104 9 
Herniorrhaphy .......... 72 8 
Cholecystectomy ..... 2° 12 
Exploratory laparotomy 25 10 
Cesarean section ..... ._ 10 9 
Intestinal resection . 4 12.5 
Perforated peptic ulcer 3 9.1 
Colostomy ............ 2 12 
Gastric resection 2 10.5 
Nephrectomy .. 2 10.5 
Ureterolithotomy 2 10.5 

TOTAL ... 594 


line. Although the choice of non-absorbable 
sutures is now multiple, we still prefer to 
close the anterior rectus sheath with inter- 
rupted no. 28 or no. 30 alloyed steel wire. 
Rarely are sutures used in the muscle. The 
skin is almost always closed with Michel 
clamps. We do not use through-and-through 
retention sutures, as we feel that they do 
not add strength to the incision, that they 
greatly increase postoperative discomfort, 
and that they add to the danger of hematoma 
and infection. We use vertical and trans- 
verse incisions with no noticeable difference 
in our results, but never employ midline in- 
cisions; we feel that paramedian muscle dis- 
placement incisions give added strength to 
the wound. Skin clips are removed on the 
fourth day in transverse incisions and on 
the fifth day in vertical ones. 


Technique of Ambulation 


Until recently we tried to get our patients 
to walk between the eighth and forty-eighth 
postoperative hours, but we have now come 
to feel that early ambulation is of limited 
value unless the patient actually walks be- 
fore twenty-four hours have elapsed. We 
make no attempt to explain early rising to 
the patient pre-operatively, as this practice 
has caused anxiety in some cases. The nurs- 
ing staff is given detailed instructions as to 
the technique of getting the patient out of 
bed. In some instances it is only after re- 
assurance by a competent nurse that the pa- 
tient consents to early postoperative ambu- 
lation. In most cases, however, the patient 
displays eagerness to participate in this 
activity. 

If the operation has been a major one, the 
patient is asked to lie on his side near the 
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edge of the bed, assistance being given if 
necessary. The head of the bed is then ele- 
vated to a high back-rest position, and the 
patient is allowed to dangle his feet. If 
vertigo ensues, the procedure is repeated 
later until this is overcome. In the case of 
appendectomies and most herniorrhaphies it 
has been found that the patient can sit up 
on the edge of the bed with only slight as- 
sistance from the nurse. After the patient 
has sat with his feet dangling for a few 
minutes, he is assisted to his feet, permitted 
to walk ten to twenty paces with assistance, 
and then allowed to remain in a chair for 
fifteen to twenty minutes. This procedure is 
repeated one to three times on the first post- 
operative day. On the second day the patient 
is permitted short walks in the corridors and 
bathroom privileges. From this point on, 
walking is rapidly increased as the patient 
tolerates it. We have found that most pa- 
tients are almost fully independent by the 
fourth day following laparotomy. 

In addition to ambulation, we insist from 
the start that the patient be active while in 
bed. He is encouraged to take deep breathing 
exercises, to change position at least once an 
hour, and to dorsiflex the feet at least a 
thousand times each day. This practice, we 
feel, helps in a great measure to lessen the 
stagnation of venous blood. We have found 
that these foot exercises, since they auto- 
matically elicit Homans’ sign, have made 
possible a much earlier diagnosis of phle- 
bitis, when present, by causing the patient 
to complain of pain early in the course of 
this complication. 


Results 
Complications in the group of cases re- 
ported have been summarized in table 2. 


There has not been a single death in the 
series of 594 cases. 
Wound healing 

In all but 5 cases healing was by primary 
intention; faulty healing was due to super- 
ficial infection in 2 instances and to hema- 
toma in 3. There were no wound abscesses 
and no wound disruptions, and until the 
present time no incisional hernias have oc- 
curred. We have noted more satisfactory 
wound healing in those patients who have 
walked early than in those who have been 
subjected to prolonged bed rest. Possibly 
the reason for this fact is the almost com- 
plete absence of distention in the former. 
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Table 2 


Complications 


Complication No. Cases 


Phlebitis 

Pulmonary embolus 
Hematoma of wound 
Wound infection, superficial 
Urinary retention 
Intraperitoneal abscess 
Acute bronchitis 
Atelectasis 

Pneumonia 

Ileus 

Evisceration 


ek ll 0 A | 


Seventy-two of the cases reported here 
are herniorrhaphies. About 90 per cent of 
these patients have been followed for periods 
ranging from two to fifteen months. To date 
there have been no known recurrences of 
hernia. We employ early ambulation in all 
of our hernia cases, whether they be in- 
cisional, umbilical, femoral, or inguinal, di- 
rect or indirect. Our feeling is that a wound 
may be disrupted by involuntary actions 
such as coughing, sneezing, or vomiting, or 
by pressure from distention. It is not dis- 
rupted by voluntary effort, for the patient 
will not hurt himself. We feel that any 
activity within the limits of comfort is safe. 


Ileus 

Probably the greatest gratification 
have experienced with early ambulation has 
been the almost complete absence of pul- 
monary complications and_ postoperative 
ileus. We are all familiar with the common 
occurrence of ileus, with distention and 
vomiting, following hysterectomies, chole- 
cystectomies, and other abdominal proced- 
ures when the patient is restricted to bed. 
In the 594 cases reported here—and 234 of 
them were pelvic operations, often in the 
presence of infection—no patient required 
the insertion of a Levine tube postoperative- 
ly. If this were the only advantage that early 
rising had to offer, it in itself would be ade- 
quate reason for the routine employment of 
this procedure. We have found a corres- 
ponding decrease in the need for postopera- 
tive fluids and for the usual third-day enema, 
bowel movements often being spontaneous 
before the third day. 


Pulmonary complications 


we 





We have made it routine to order patients 
with respiratory infections out of bed within 
ten hours after operation. This practice has 
not increased the incidence of headache fol- 
lowing spinal anesthesia. The only notable 
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pulmonary complication in our series was 
one case of acute bronchitis. Recognizable 
atelectasis did not appear in any case, and 
there was not a single case of postoperative 
pneumonia. 

Vascular complications 

Our experience with thrombophlebitis and 
embolism has not been as gratifying. Phle- 
bitis occurred in 7 of our 594 cases—an inci- 
dence of 1.2 per cent. In these 7 cases there 
were three major pulmonary emboli, none 
being fatal. A careful study of each of these 
cases revealed that not one of the patients 
walked on the first day, or more than a few 
steps on the second day. All of them were 
up in a chair on both days. It appeared sig- 
nificant that none of the patients who 
walked on the first day had phlebitis or 
embolic phenomena. 

There is little doubt that venous compli- 
cations begin early after surgery, and in 
order to prevent them it is imperative that 
the patient walk within a matter of hours 
after his return from the operating room. 
If to this practice one adds reasonable exer- 
cises for the patient during the time he 
spends in bed, it stands to reason that the 
dreaded vascular complications of surgery 
can be greatly diminished. 

Urinary retention 

We still see cases of urinary retention, and 
we have no definite statistics on the fre- 
quency of its occurrence. We can _ safely 
state, however, that the incidence of this 
complication has been cut in half. 


Summary and Conclusion 


A series of 504 cases of abdominal opera- 
tions in which early ambulation was em- 
ployed is reported. There was no mortality. 
The incidence of postoperative complica- 
tions, with the possible exception of phle- 
bitis, was decreased markedly. The tech- 
nique of early ambulation is described, and 
the rationale of this practice is discussed. 

Except for cases of shock, severe general- 
ized peritonitis, cardiac failure, and a few 
other conditions which require bed rest, all 
of our patients are made to walk during the 
first twenty-four hours after abdominal sur- 
gery. We have found this practice a sound 
one. Except for those conditions which de- 
mand bed rest, we have found no contra- 
indications to early ambulation, and recom- 
mend its use without qualification. 
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DOES THE EFFECTIVENESS OF 
INFLUENZAL AND RICKETTSIAL 
VACCINES JUSTIFY THEIR USE? 


BENNETTE B. POOL, M.D. 
WINSTON-SALEM 


The prevention of acute infectious diseases 
is a goal which physicians try to achieve 
by various means. The benefit derived from 
immunization with vaccines, as a means of 
preventing infections, must be weighed 
against the possible dangers inherent in 
their use. The use of vaccines should be 
given especially careful consideration if the 
material utilized is allergenic and if the re- 
cipient is hypersensitive or has an allergic 
family background. The new vaccines em- 
ployed for prophylaxis against virus and 
rickettsial diseases are grown in chick em- 
bryonic tissue. It is common knowledge 
that egg is a substance to which many mem- 
bers of the population are sensitive. 

Each of these types of vaccines induces 
variable immune responses in different in- 
dividuals. Those who have used the vaccines 
most consider them to be of greater value 
in ameliorating the effects of the infections 
than in preventing them completely’. The 
duration of immunity seems to extend little 
beyond one year; if the vaccine has been 
given two or more years in succession, im- 
munity may be greater. It is possible that 
children are more fully protected than are 
adults. 

Benefits 
Viral vaccines 

The severe epidemic of influenza which 
followed World War | is still vividly remem- 
bered by the physicians who cared for its 
victims. The cyclic recurrence of epidemics 
of influenza would suggest that another 
pandemic is now overdue. Most of the recent 
epidemics in this country have been traced 
to two viruses—influenza A and B”’. Effect- 
ive vaccines have been prepared which in- 
duce in susceptible individuals a demon- 
strable immune response to these viruses. 
The most enthusiastic reports on the use of 
influenza vaccine have come from studies 

From the Department of Internal Medicine, Bowman Gray 
School of Medicine of Wake Forest College, Winston-Salem, 


North Carolina. 
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VACCINES 





Table 1 
Total Lost Time from Work Days Lost 
Av. for Each 
No. Percent. Total Employee 
Group 1 — Vaccinated 2315 180 7.8 904 5.02 
Group 2 — Not Vaccinated 8156 701 8.6 3502 4.96 


conducted on large, homogeneous groups of 
people. 

During the past few years the death rate 
from influenza in North Carolina has been 
very low. In 1945 only 410 out of 28,612 
deaths were attributed to influenza. In 
1946, 286 out of 28,371 deaths were attrib- 
uted to this cause’. In a 200-bed general 
hospital in Winston-Salem, only 2 cases of 
influenza were admitted in 1946, and 17 
cases in 1947. Only 9 patients with influ- 
enza were admitted to the North Carolina 
Baptist Hospital during 1946. The apparent 
mildness of clinical influenza in our section 
of the country during recent years makes it 
difficult to evaluate the effectiveness of in- 
fluenza vaccine. Evaluation is particularly 
difficult when one is dealing with hetero- 
geneous groups of people in private practice, 
rather than homogeneous groups in institu- 
tions or in the armed services. In spite of 
these difficulties, I have attempted to esti- 
mate the efficacy of influenza vaccine in my 
part of the country during the past few 
years. The same benefits and dangers inher- 
ent in the use of influenzal vaccines would 
be expected from other virus vaccines grown 
on chick eggs, such as those for encephalitis, 
yellow fever, and rabies. 

Since upper respiratory infections are the 
leading cause of loss of time from work, in- 
dustrial plants have become interested in 
prophylactic immunizations as a means of 
reducing the number of days lost. Two of 
the largest industries in Winston-Salem 
have allowed me to review their records for 
influenza vaccinations in 1946. 

In one plant 841 employees received the 
vaccination. Minor reactions occurred in 18 
per cent, but there were no major reactions. 
Only two persons lost time from work as a 
result of vaccination. This study has not 
been thoroughly controlled, but is compar- 
able to the problems encountered in practice. 
The physician in charge of this project 
stated that, on the basis of time lost during 
the period when the greatest incidence of 
influenza would be anticipated, no significant 
difference was noted between the vaccinated 
3. Personal Communication from Dr. C. P. Stevick, Acting 


Director, Division of Vital Statistics, N. C. State Board 
of Health. 


and the unvaccinated groups. 

The results of the influenza vaccinations 
in the other industry are shown in table 1. 
This study is as well controlled as one can 
reasonably expect in an industrial group. 
There is no significant difference between 
the two groups in the average number of 
days lost by each employee during the in- 
fluenza season. 

Broadbent and Menefee reported that they 
gave influenza vaccine to 85 students after 
the onset of an epidemic in a North Caro- 
lina college during 1945''’. The incidence of 
influenza in the vaccinated group was 2.3 
per cent; in the control group, 8.6 per cent. 
It should be noted that the immunizations 
were not given until after the onset of the 
epidemic. It is known that an effective im- 
mune response can be detected within seven 
to ten days after administration of the vac- 
cine, and that the peak of effectiveness is 
reached after two weeks. For compact 
groups vaccination may be withheld until a 
local epidemic is eminent. 

The health officer in a county adjoining 
Forsyth vaccinated almost 1000 persons in 
1946; until today he is not sure whether or 
not the vaccine was of benefit. 

In my private practice, influenza vaccine 
has been administered only on the direct 
request of the patient; it has been explained 
to each patient that the vaccine is specific 
only for influenza A and B and is of no value 
in preventing common colds or other types 
of upper respiratory infections. The pri- 
vate practice of an individual doctor is made 
up of a heterogeneous group exposed to 
many possible sources of infection. In my 
practice it has been impossible to conduct an 
adequately controlled study. Furthermore, 
a true epidemic of influenza has not occurred 
in my section of the country since I began 
this investigation. However, the incidence 
of influenza among patients immunized with 
influenza vaccine A and B has been very 
little, if any, less than among patients not 
taking the vaccine. 

One allergic patient of mine to whom in- 
1. Broadbent, T. R., and Menefee, E. E., Jr.: The Effect of 


Immunization on Epidemic Influenza, North Carolina M. J. 
7:5538-554 (Oct.) 1946. 
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fluenza vaccine was given in the first week 
of November, 1947, came down with atypical 
virus pneumonia before the end of the 
month. My experience led me to obtain the 
opinion of about three dozen physicians 
throughout the country, including many 
allergists, as to their experience with influ- 
enza vaccine. Three fourths of them have 
used the vaccine very little or were not en- 
thusiastic over the results obtained. 
Rickettsial vaccines 

Vaccines have been prepared against 
epidemic typhus’ and serub typhus—tsut- 
sugamushi disease. Military experience has 
shown these vaccines to be apparently ef- 
fective in controlling epidemics, where they 
are used in conjunction with other prophy- 
lactic measures, such as eradication of the 
insect vector by DDT and removal of troops 
from the infected area’. About three years 
ago a mild outbreak of endemic typhus oc- 
curred in Winston-Salem. This infection is 
transmitted from rat to man by the rat flea. 
The infected area of the city was readily 
discovered, and a program of typhus control 
which included the rat-proofing of buildings 
and extermination of rats was _ instituted 
by the city in cooperation with the U. S. 
Public Health Service. Only one worker in 
the construction and eradication crews took 
typhus vaccine. There has been no case of 
typhus among the workers or employees in 
the buildings infested with rats since the 
program was undertaken. 

In North Carolina a moderately severe 
strain of Rocky Mountain spotted fever is 
endemic. About 50 cases of rickettsial 
spotted fever, with a death rate of 23 per 
cent, have been studied at the Bowman Gray 
School of Medicine in recent years. Through- 
out the state the mortality has been approxi- 
mately 35 per cent. Though the use of para- 
aminobenzoic acid promises to reduce the 
death rate somewhat, the problem is still a 
great one. Effective vaccines against this 
strain of rickettsia are prepared from chick 
eggs and from the tissues of infected ticks". 
The incidence of infection in wood or dog 


Ss. Cox, H. R. and Bell, E. J.: Epidemic and Endemic Ty- 
phus; Protective Value for Guinea Pigs of Vaccines Pre- 
pared from Infected Tissues of the Developing Chick 
Embryo, Pub. Health Rep. 55:110-115 (Jan. 19) (1940. 

6. Mackie, T, T. and others: Observations on Tsutsugamushi 
Disease (Scrub Typhus) in Assam and Burma: Preliminary 
Report, Am. J. Hyg. 43:195-218 (May) 1946. 

7. (a) Cox, H. R.: Rocky Mountain Spotted Fever; Protect- 


ive Value for Guinea Pigs of Vaccine Prepared from 


Rickettsiae Cultivated in Embryonic Chick Tissues, Pub. 
Health Rep. 54:1070-1077 (June 16) 1939; (b) Parker, 
R.R.: Rocky Mountain Spotted Fever: Results of Fifteen 


Years’ Prophylactic Vaccination, 
369-383 (May) 1941. 


Am. J, Trop, Med, 21: 





NORTH CAROLINA MEDICAL JOURNAL 





June, 1948 


ticks in North Carolina is unknown, but is 
probably low. 

Ticks may carry a strain of low virulence 
which will produce a mild infection, or a 
strain of high virulence producing severe 
disease. The incidence and severity of the 
infection vary greatly from year to year in 
the same community, and in the same year 
between closely adjacent communities. Eval- 
uation of the effectiveness of vaccine is 
therefore difficult. Administration of the 
vaccine is not advocated for large groups of 
people unless they live in a highly endemic 
area, or one where the strain is highly viru- 
lent. Individuals who expect to take a hunt- 
ing or fishing trip, who picnic often, or who, 
for some occupational reason, expect to be 
in woods and fields should take the vaccine. 
Since most of the cases of Rocky Mountain 
spotted fever in North Carolina occur in 
children, it would seem advisable to con- 
sider immunization as a routine procedure 
for children. 

The discovery of a new rickettsial disease 
—rickettsialpox—makes it highly probable 
that a vaccine against this mite-borne dis- 
ease of rats may be available shortly. 


Dangers 


It is recognized that allergic manifesta- 
tions occur in approximately 10 per cent of 
the general population. Ratner and Un- 
tracht'*’ have stated that 10 per cent of al- 
lergic persons are sensitive to egg and its 
related proteins. One would therefore anti- 
cipate that 1 per cent of people in the gen- 
eral population are allergic to egg protein. 
Roth”) reports 9 cases of allergic reactions 
to typhus vaccine. Since only 4 of the re- 
actors gave a history of allergy to egg, it is 
obvious that the history alone is not reliable 
in excluding individuals. One soldier, imme- 
diately after the first injection of the vac- 
cine, had extreme dyspnea, cough, weakness, 
substernal pain, cyanosis, and other symp- 
toms of shock. 

That influenza vaccine is not given with- 
out some danger is shown by the following 
case history: 


A previously healthy white man, aged 38, was 
given influenza vaccine in the course of a group 
immunization. _None of the patients were skin- 
tested. Five minutes after the injection he began 
to complain of a throbbing sensation in the back of 


the head, which was followed by a continuous head- 


8. Ratner, B. and Untracht, S.: Allergy to Virus and Ricket- 
tsial Vaccines; Allergy to Influenza A and B Vaccine in 
Children, J.A.M.A. 132:899-905 (Dec. 14) 1946. 

9. Roth, V. E.: Reactions to Typhus Vaccine, Bull, U, §, 
Army M. Dept. (no. 88) pp. 111-1138 (May) 1945. 





RENAL 


June, 1948 


ache lasting forty-eight hours. Soon after the head- 
ache began, he observed tightness in the throat and 
chest, followed by wheezing. On the following day 
his eyes and face began to swell and he felt “tight” 
all over. The symptoms persisted about twenty-four 
hours and then began to improve spontaneously; 
generalized soreness and stiffness persisted for 
several days, 

In November, 1947, I gave influenzal vac- 
cine to 130 persons in an institution. Six to 
8 per cent had minor reactions, consisting 
of malaise, low-grade fever, aches and pains; 
in one instance a very badly inflamed and 
swollen arm resulted. Francis attributes the 
latter type of reaction to the presence of a 
large amount of virus in the preparation and 
not to the egg and related proteins. The 
minor reactions are more common. 


The need for yearly repetition of the im- 
munizing dose recalls an axiom in allergic 
practice: repeated injections of any foreign 
substances may result in hypersensitivity to 
that substance. Yearly inoculations with 
viral and rickettsial vaccines prepared from 
cultures grown on embryonic chick tissue 
may result in sensitization of patients not 
now sensitive to egg. Francis" states that 
influenza vaccine does not sensitize, but 
Ratner and Untracht'’ believe it possible 
that this novel method of introducing a food 
protein may cause some persons to become 
hypersensitive to egg-containing foods. Ex- 
periments indicate that vaccines for typhus 


grown on membranes are not as sensitizing - 


as those grown on the entire embryonic tis- 
sue. 

The dangerous reactions associated with 
the use of the viral or rickettsial vaccines 
for prophylaxis can be avoided if each pro- 
phylactic injection is preceded by an intra- 
dermal test dose. Untested patients have 
been known to have profound or fatal ana- 
phylactic reactions to the first or to subse- 
quent prophylactic injections of influenza 
vaccine. 

Conclusion 


None of the vaccines discussed give com- 
plete protection against the infections for 
which they are used, but they make subse- 
quent infections less severe. The protection 
usually does not exceed one year’s duration. 
Vaccine prepared from material grown on 
chick egg should not be used in allergic in- 
dividuals without preliminary skin tests. 
In fact, it would be wise to test all persons 
before the administration of such a vaccine. 

In certain circumstances yearly adminis- 
tration of a viral or rickettsial vaccine is 
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indicated. Administration of such vaccines 
should be decided on the basis of individual 
need. People entering areas where typhus is 
endemic should certainly be immunized. 
Lumbermen, vacationists, and _ children 
working or playing in areas where Rocky 
Mountain spotted fever is endemic should 
be immunized against this disease. In view 
of the uncertainty concerning the degree 
and duration of immunity afforded by in- 
fluenza vaccine, and the demonstrated effect- 
iveness of immunization after the onset of 
an epidemic, it would seem wise to withhold 
widespread prophylactic immunization 
against influenza until there is reason to 
believe that an epidemic is beginning. 





ANTEMORTEM DIAGNOSIS OF 
BILATERAL RENAL AGENESIS 


LT. Compr. J. U. GUNTER* (MC), USN 


and 
LT. (jg) F. S. OSER (MC), USNR 
NORFOLK, VIRGINIA 

The facial characteristics of infants with 
complete renal agenesis were recently de- 
scribed by Potter as follows: “The princi- 
pal changes consist of a mild increase in 
width between the eyes, a very prominent 
fold of skin arising at the inner canthus, a 
flattening of the nose, mild retraction of the 
lower jaw, and large, low lying ears with 
incomplete cartilaginous development.” !") 
After correlating these characteristic fea- 
tures with bilateral renal agenesis, Potter 
reported that absence of kidneys was cor- 
rectly prognosticated in 2 cases prior to the 
examination of the interior of the body. 

Following is the report of a case in which 
one of us (F.S.O.) predicted the probable 
postmortem findings soon after the baby was 
born and before its death occurred. This 
case confirms the accuracy of Potter’s ob- 
servations, and emphasizes the fact that this 
uncommon anomaly can be diagnosed during 
life. 

Case Report 
A baby girl was born on July 24, 1946, 


From the U. S. Naval Hospital, Naval Station, Norfolk, 
Virginia. 

This article has been released for publication by the Divi- 
sion of Publications, Bureau of Medicine and Surgery, Navy 
Department, Washington, D. C, 

*Now in the Department of 


Durham, North Czerolina. 
1. Potter, E. L.: 


Pathology, Watts Hospital, 


(a) Facial Characteristics of Infants with 
Bilateral Renal Agenesis, Am. J. Obst. & Gynec, 51:85 
888 (June) 1946; (b) Bilateral Renal Agenesis, J. Pediat. 
29:68-76 (July) 1946, 
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to a normal primipara, 27 years old. The 
mother’s prenatal course was uneventful and 
she went into labor spontaneously two weeks 
before the expected date of confinement. She 
was Rh-positive, and the routine laboratory 
findings were normal. The delivery was en- 
tirely normal. 

The infant did not cry and made no at- 
tempt to breathe. The usual measures for 
resuscitation were tried, and presently the 
child began breathing sporadically, taking a 
gasp about every thirty seconds. No regular 
respiratory rhythm was ever established. 
The muscle tone was poor and there was no 





Fig. 1. This photograph shows the characteristic 
facies of bilateral renal agenesis. The adrenals 
can be seen, but kidneys are not present. 
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sphincteric control of the rectum. 

The eyes were rather far apart, and an 
unusually prominent semicircular fold arose 
at the inner canthus of each eye and passed 
backward and outward. The ears were large 
and low-set, and were partially lacking in 
cartilage. The chin receded. The diagnosis 
of bilateral renal agenesis was made on the 
basis of these findings, which conform with 
the typical facies of this condition as de- 
scribed by Potter. Furthermore, the child 
did not urinate. Death occurred about three 
hours after the infant was born. 

At autopsy, performed eight hours after 
death, the body weighed 2350 Gm. The fea- 
tures previously described were noted (fig. 
1). The fontanelles were large and the 
cranial sutures were wide, the parietal bones 
being separated by about 1 cm. The muscu- 
lar and subcutaneous tissue of the lower 
extremities seemed to be poorly developed. 








i, talets | teletsted ietelit iheteket detla f 


Fig. 2. The large lateral masses are adrenal 
glands. The small masses just below the ad- 
renals are oviducts. The ovaries are greatly 
elongated. The bladder contains no ureteral 
orifices. 


Both kidneys and ureters were absent. 
The bladder was small and empty, and con- 
tained no ureteral orifices, though the 
urethra was normal. The adrenals appeared 
large (fig. 2), and were unusual in shape 
because of the absence of kidneys. At the 
lower pole of each adrenal was a small mass 
of tissue measuring about 8 by 2 by 2 mm.; 
microscopic study showed these to be fal- 
lopian tubes. A fibrous band containing 
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blood vessels extended upward on each side 
from the posterior surface of the bladder 
toward these masses. The ovaries were 
elongated structures attached to these 
fibrous bands. Each ovary measured about 
40 mm. in length and 2 to 3 mm. in diameter. 
Microscopic sections were made of each 
ovary and of the corresponding fibrous band 
at several levels; these failed to show any 
other remnants of fallopian tubes or any 
structures resembling ureters. No trace of 
a uterus or vagina was found. 

The other abdominal viscera, the thoracic 
organs, and the cranial contents were nor- 
mal. No other congenital anomalies were 
found. 





ATABRINE IN THE TREATMENT OF 
TRICHOMONAS VAGINITIS 


FRED M. DuLa, M.D. 
LENOIR 


Few curable lesions may be more resistant 
to therapy than trichomonas vaginitis; the 
varying success obtained with the many 
preparations offered by the various pharma- 
ceutical houses is a matter of record. We 
have recently seen 6 cases, and well remem- 
ber many others in the past, in which the 
history was that of recurrent failures with 
all methods of treatment employed at pres- 
ent. 

In the search for some chemical agent 
with which to combat this infection, our 
attention was drawn to the morphologic 
similarity between Trichomonas vaginalis 
and Giardia lamblia; this suggested that 
both organisms might respond in a similar 
manner to atabrine, which has been used 
successfully in the treatment of giardia in- 
festations of the gastrointestinal tract. 

Accordingly, we began using insufflations 
of atabrine (30 grains) in finely powdered 
boric acid (1 ounce). The cervix and vagina 
were first mopped dry; then about !2 ounce 
of this mixture was blown into the vagina! 
canal through a duck-billed speculum. A 
large cotton-tipped applicator was used to 
distribute the powder over the entire vaginal 
surface. The patient was advised to take a 
lukewarm vinegar douche just before re- 
turning for treatment two days later, but to 
avoid intercourse and other douches. 


From the Dula Hospital, Lenoir, North Carolina. 


TRICHOMONAS VAGINITIS—DULA 
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Four treatments were given at two-day 
intervals, and a vaginal smear was taken 
two days after the last treatment. All final 
smears have been reported as negative in 
our group of 6 cases. Some vaginitis has 
persisted for several days after the negative 
smear was obtained, and in one case a very 
severe chemical vaginitis forced us to dis- 
continue treatment after the second visit. 
However, a smear taken several days later, 
after cessation of the vaginitis, revealed no 
trichomonad. 

No systemic reaction has occurred in any 
case tu suggest that there is appreciable ab- 
sorption of atabrine through the vaginal 
mucosa; the only untoward reaction of any 
type has been local irritation of the vagina 
in some cases. This chemical vaginitis dis- 
appears within a few days after treatment 
is stopped and the use of boric acid douches 
begun. 


Conclusion 


Since all of the 6 patients in this group 
had suffered from trichomonas vaginitis, de- 
spite the use of various treatments, for 
periods ranging from several months to as 
long as five years, we believe that the routine 
use of atabrine in such cases may prove to 
be of great value. 





Maternal Welfare Section* 


CASE REPORTS FROM THE RECORDS 
OF THE MATERNAL WELFARE 
COMMITTEE 


Obstetric Hemorrhage 


Obstetric hemorrhage has become the 
principal cause of maternal deaths in North 
Carolina. One hundred and fifteen of the 
320 maternal deaths which have been com- 
pletely analyzed by the Maternal Welfare 
Committee have resulted directly or indirect- 
ly from the loss of blood. A careful study 
of these cases has shown that only 37 of the 
patients (32 per cent) received a_ blood 
transfusion and that only two received a 
quantity of blood which the Committee con- 
sidered adequate under the existing circum- 

*Prepared by the Maternal Welfare Committee of 
the Medical Society of the State of North Carolina: 

Frank R. Lock, M.D., J.S. Hunt, M.D. 

Chairman T. L. Lee, M.D. 
J. Street Brewer, M.D. Ivan Procter, M.D. 


G. M. Cooper, M.D. R. A. Ross,M.D. 
E. W. Franklin, M.D. R. A. White, M.D. 
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MATERNAL DEATHS IN 
NORTH CAROLINA 
SINCE AUGUST 1,1947 


stances. 

Sixty-eight per cent of the patients did 
not receive whole blood by transfusion, al- 
though the records clearly show that this 
treatment was the only one which would 
have saved the patient’s life. Glucose solu- 
tion and plasma were usually administered, 
but these fluids are of only temporary value 
in cases of severe blood loss. 

A review of the records makes it apparent 
that the administration of a blood trans- 
fusion is a time consuming and difficult pro- 
cedure in the average North Carolina hos- 
pital. Many records have indicated the phy- 
sician’s inability to find a suitable blood 
donor at the time of the emergency. In one 
instance, the patient’s husband refused to 
give the blood for a transfusion which might 
have saved his wife. ° 

Delay in the administration of blood is 
unavoidable unless the physician has a blood 
bank available to him. The period of hours 
which is often required to obtain a suitable 
donor may mean the difference between life 
and death. The cerebral damage which may 
follow even short periods of severe hypo- 
tension and anemia often leads to irrevers- 
ible shock. 

The following report is typical of the 115 
cases in which death resulted from obstetric 
hemorrhage. 


Case 1—N. C. M. W. C. 133 


A white patient, 34 years of age, had five normal 
pregnancies terminating in the delivery of normal 
children. She did not consult a physician during her 
sixth pregnancy. On March 13, 1947, at i a.m., she 
suddenly had an attack of severe abdominal pain, 
associated with moderate vaginal bleeding. She was 
at term, 

She was taken immediately to an urban hospital. 
A physician saw her on arrival and obtained a his- 
tory of moderate edema in the last three weeks of 
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other 
Examination revealed a moderate degree of shock; 
the patient was pale, and the skin was rather clam- 
my to the touch. Blood pressure was 110 systolic, 
60 diastolic; the pulse was 104. 

Labor pains had begun and were apparent upon 
examination of the uterus. The uterus did not relax 


pregnancy, but no prenatal complications. 


between contractions, and was abnormally hard 
throughout. Bleeding had apparently stopped. A 
diagnosis of premature separation of the placenta, 
with internal and external bleeding, was made. La- 
bor was progressing satisfactorily; the presentation 
was vertex. The intravenous administration of plas- 
ma was started at once, and an attempt was made 
to find a suitable blood donor, The patient’s mem- 
branes were artificially ruptured, Her labor pro- 
gressed rapidly, and spontaneous delivery of a still- 
born baby weighing 7 pounds, 8 ounces, was im- 
mediately followed by the delivery of the placenta 
and a large amount of clotted blood. One ampule 
of Ergotrate was administered intravenously imme- 
diately following delivery, and an ampule of Pitui- 
trin was given intramuscularly. Moderate bleeding 
continued, and a second dose of Ergotrate was given 
fifteen minutes after the delivery. This treatment 
controlled the patient’s vaginal bleeding. Her. con- 
dition was poor, however, and she became progres- 
sively weaker in spite of the intravenous adminis- 
tration of 1000 cc. of blood plasma and 1000 cc. of 
5 per cent glucose and saline. She expired two hours 
following delivery. 

A constant search was made for a blood donor 
during the four hours of this patient’s hospitaliza- 
tion, but without success. 


Discussion 


The hospitals of North Carolina must be 
prepared to treat hemorrhage immediately 
by transfusions of adequate quantities of 
whole blood. Blood transfusions cannot be 
given promptly unless a blood bank is avail- 
able. A simple manual upon the formation 
and maintenance of a blood bank has been 
prepared by the Maternal Welfare Commit- 
tee and is available upon request to anyone 
who is interested in helping to solve this 
problem. Requests for copies should be ad- 
dressed to the Maternal Welfare Committee, 
300 South Hawthorne Road, Winston-Salem 
7, North Carolina. 
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CHAPTERS IN THE HISTORY 
OF THORACIC SURGERY 





JOSIAH C. TRENT, M.D., F.A.C.S., Editor 
DURHAM 


VI 
THE ANATOMY OF THE LUNGS 


Certain portions of the human body have 
recently been subjected to close scrutiny, 
and much of value has come from the more 
accurate knowledge so gained. Physiologists, 
biochemists, and even clinicians have tended 
to belittle the study of anatomy, considering 
it a “dead” subject and one in which there 
could be no further extension of knowledge. 
The lungs have proved this notion to be fal- 
lacious. 

The study of lung anatomy has been much 
neglected, and the descriptions of this organ 
given in most of the current textbooks of 
anatomy are so incomplete or inaccurate as 
to be misleading. Conventional descriptions 
have considered the lobes as structural units. 
The topography and completeness of the fis- 
sures which divide them have been described 
in various ways by different anatomists. 
Since it was not until recently that various 
parts of the lung have been removed surgic- 
ally, there has heretofore been little prac- 
tical need for a more detailed knowledge of 
the anatomy of the lung. 

The lobe has been considered the surgical 
unit of the lung. It is merely a segment of 
lung bounded by more or less constant and 
more or less complete external fissures. The 
lobes, however, are in reality made up of 
clusters of bronchopulmonary segments. As 
a result of the desire to conserve functioning 
uninvolved portions of a lobe during sur- 
gery, a more thorough knowledge of these 
bronchopulmonary segments has_ evolved. 
The doctor who can approach diseases of the 
lungs from the viewpoint of the segmental 
distribution of the bronchi and accompany- 
ing vessels need not be at a loss when con- 
sidering anything less than total lobe dis- 
ease. 

Most writings on bronchial anatomy have 
been published in the last ten to fifteen 
years, although the classical accounts of 
Aeby’” and Ewart”) appeared during the 
latter part of the nineteenth century. 
1. Aeby, C. T.: Der Bronchialbaum der Siiugethiere und des 


Menschen, nebst Bemerkungen iiber den Bronchialbaum 
der Vogel und Reptilien, Leipzig, Engelmann, 1880. 
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Ewart’s monograph contains a full and vir- 
tually complete account of the bronchial 
tree. Unfortunately, however, the really 
essential anatomy is often lost in a detailed 
description of unimportant branches. Aeby’s 
description of alternate ventral and dorsal 
branches has been copied by almost all text- 
books of anatomy since his time. An accept- 
able description of the individual bronchi 
should be based on their peripheral distribu- 
tion, and not on their mode of branching 
from a parent stem. Certainly the clinical 
evidences of pulmonary disease are mani- 
fested usually in the periphery of the lung. 
The clinician and the roentgenologist rely on 
these peripheral changes in making the diag- 
nosis. Diagnosis by bronchoscopy, however, 
does depend on changes in the major 
bronchi. 

Study of the bronchi by dissection alone 
can never give a complete picture of their 
anatomy. Only by the complementary use 
of bronchial casts and injected specimens 
can the full story be learned and depicted. 
Bronchograms and inspection of diseased 
segments at the operating table, which have 
been made possible within comparatively 
recent times, have given much stimulation 
to studies of the finer bronchopulmonary 
anatomy. 

The operative treatment of bronchiectasis 
has opened a new chapter in surgical anat- 
omy. This disease is multilobar in distribu- 
tion, but may be limited to one or more 
bronchopulmonary segments within a lobe. 
It therefore becomes mandatory to conserve 
all the uninvolved bronchopulmonary seg- 
ments within each lobe. This can be done 
only if the newer concept of lobar anatomy 
is understood. Such knowledge is of equal 
or greater importance in considering the 
etiology and treatment of lung abscesses. 
If external drainage is contemplated, it is 
no longer sufficient to localize the abscess in 
an upper, middle, or lower lobe. Exact 
knowledge of the bronchopulmonary seg- 
ment or segments involved favors proper 
drainage and the conservation of normal 
lung tissue. 

The segmental concept of the lobe in sur- 
gery was applied first to that segment which 
shows most surface evidence of at least par- 
tial segmentation—namely, the lingular di- 
vision of the left upper lobe. This segment 
2. Ewart, W.: The 


Their Anatomy and 
Churchill, 1889. 


Bronchi and 


Pulmonary Blood-Vessels, 
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is usually involved along with the lower lobe 
in patients with bronchiectasis. Many dis- 
appointing results followed removal of the 
lower lobe because all the diseased bronchi 
were not removed. In the conventional x-ray 
films which were formerly relied upon for 
diagnosis, the lingular division was confused 
with the lower lobe, was misinterpreted be- 
cause of the cardiac shadow, or was _ not 
considered at all. 

In 1939 Churchill and Belsey"’ made a re- 
port on segmental pneumonectomy in bron- 
chiectasis. This article was made quite 
complete by the use of specimens, drawings, 
and bronchograms. The authors stated that 
the lingular process may be considered as 
the homologue of the right middle lobe. It 
occupies a corresponding position, but a well 
developed fissure is uncommon on the left 
side. Since the lingula is sufficiently dis- 
eased to demand resection in about 80 per 
cent of the cases of bronchiectasis of the 
left lower lobe, this segment is an anatomic 
entity of great practical significance. 

Injection experiments made on the hu- 
man lung demonstrated that the broncho- 
pulmonary segments supplied by the lingu- 
lar bronchus were constant in size, position, 
and configuration. In the live patient, bron- 
chograms are the chief sources of informa- 
tion about the bronchial tree. No opinion 
about certain bronchopulmonary segments 
can be based upon the single, conventional 
anteroposterior view; lateral and oblique 
views are essential for correct interpreta- 
tion. 

The other lobes of the lungs have also 
been shown to be composed of segments. 
3rock of England has recently published a 
monograph" on the anatomy of the bron- 
chial tree, in which he has emphasized the 
more accurate localization of pulmonary dis- 
eases, especially abscesses, in relation to the 
bronchopulmonary segment involved. Photo- 
graphs of metal casts of the bronchi, as well 
as bronchograms, illustrate his points. He 
divided the right upper lobe bronchus into 
apical, subapical, and pectoral bronchi, and 
by injections demonstrated their surface 
projections. The left upper lobe bronchus 
has an added branch—the lingula. The low- 
er lobe bronchi on both sides were shown to 
consist of apical, subapical, and basal bron- 
8. Churchill, E. D., and Belsey, R.: Segmental Pneumonec- 

tomy in Bronchiectasis; Lingula Segment of Left Upper 

Lobe, Ann, Surg. 109:481-499 (April) 19389. 

t. Brock, R. C.: The Anatomy of the Bronchial 


Special Reference to the Surgery of Lung Abscess, 
York and London, Oxford, 1946, 
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chi. The right side has an added branch— 


the cardiac bronchus. The middle lobe was 
shown to have a medial and a lateral bron- 
chus. 

Thus, for purposes of accurate localiza- 
tion and description, one should think in 
terms of at least twenty major broncho- 
pulmonary segments, rather than the five 
conventional lobes. As early as 1934, Nel- 
son” called attention to the pathologic sig- 
nificance of certain segments. He found 
that each segment possesses independent 
bronchovascular structures and is separated 
from adjacent pulmonary tissue by an avas- 
cular plane. Boyden’ in 1945 pointed out 
that, from a practical standpoint, most of 
the segments can be considered as surgical 
units, but not strictly as bronchovascular 
units. Some arteries, mainly in the upper 
lobes, are intersegmental, and the veins may 
drain blood from adjacent segments. These 
facts are of great importance when conserv- 
ative lung surgery is undertaken. 

Further subdivisions and numerous varia- 
tions occur within the sixteen major bron- 
chovascular segments. These are probably 
of concern only to the thoracic surgeon. 

H. H. BRADSHAW, M.D. 

Bowman Gray School of Medicine 
of Wake Forest College 
Winston-Salem, N. C. 


5. Nelson, H. P.: Postural Drainage of the Lungs, Brit. 
M. J. 2:251-255 (Aug. 11) 1934. 
6. Boyden, E. A.: Intrahilar and Related Segmental Anat- 


omy of Lung, Surgery 18:706-731 (Deec.) 1945. 





The busy general practitioner . . . should. . 
never forget that his days of study and learning 
are never over. The medical schools are again all 
giving excellent postgraduate courses. Don’t let any 
man think he can be a success in his office or in his 
ehospital if he does not take a few weeks occasion- 
ally to bring himself up to date on the work he most 
enjoys.—E. A. Royston: The Section on General 
Practice: Its Problems, Its Goals, Its Responsibili- 
ties, California Med. 68:281 (April) 1948. 





The general practitioner’s obligation to his pa- 
tients.—A man should be a thoroughly good doctor, 
whatever group he belongs to. A man belonging to 
the general practice group should take particular 
pains to see that he is as nearly correct in his 
answers as possible. He should not excuse himself 
by saying, “I am only doing general practice.” It 
is much better when in doubt to call for consulta- 
tion than to jeopardize the patient and one’s own 
status by giving questionable treatment. The mini- 
mum duty of a general practitioner is to attend 
faithfully his hospital staff meetings. He is sure to 
learn something scientific each time, and further, it 
brings him in contact with his fellow staff members. 
—E. A. Royston: The Section on General Practice: 
Its Problems, Its Goals, Its Responsibilities, Cali- 
fornia Med. 68:281 (April) 1948, 
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GENERAL PRACTICE AS PREPARA- 
TION FOR SPECIALIZATION 


Again and again we are reminded that 
history repeats itself. In 1866 the Commit- 
tee on Medical Ethics of the American Med- 
ical Association, in a report on the relative 
merits of specialization and general practice, 
decided that the disadvantages of specializa- 
tion “could be overcome if the specialist 
would begin as a general practitioner and 
gradually grow into his specialty.” At the 
recent meeting of the Texas State Medical 
Association, Dr. Willard O. Thompson, pro- 
fessor of medicine at the University of Illi- 
nois, closed an address on “Common Sense 
in Medicine” with the statement that there 
is no common sense in failing to give credit 
for time spent in general practice to men 
seeking certification by a specialty board. 
He said emphatically that a number of years 
spent in general practice afforded the best 
possible training for a specialty. Dr. Thomp- 
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son’s is by no means a lone voice in the wil- 
derness. Within the past few years an in- 
creasing number of editorials and articles 
in medical and lay publications have ex- 
pressed the same opinion. 

Time was when it was the custom for a 
doctor, after graduating and serving an in- 
ternship, to do general practice for a vari- 
able period of time before limiting his work 
to one branch of medicine. Then he had the 
choice of specializing by a sudden transition, 
after spending some time in postgraduate 
study, or of eliminating one branch after 
another until he had narrowed his work to 
the one field finally chosen. One wonders 
whether Marion Sims or Sir James Mac- 
kenzie would have rendered their outstand- 
ing service to medicine had they not served 
long apprenticeships as family doctors. 

One of the most successful and popular 
surgeons and teachers in our state served 
an apprenticeship of ten years in general 
practice before beginning the hospital train- 
ing leading to certification. This young man 
is sure that he is a better surgeon because 
of the years spent in general practice. 

Since the trend of recent months is so 
definitely in favor of restoring the general 
practitioner to his rightful place, and since 
Dr. Thompson’s suggestion is so in harmony 
with this trend, it is highly probable that 
the certification boards will continue to lib- 
eralize their requirements in favor of the 
men who have spent some years in general 
practice. Among the reasons for giving 
serious consideration to such a policy are: 

1. A specialist should be primarily a 
doctor who has learned to view the patient 
as a whole instead of seeing only an unre- 
lated segment. 

2. It would not be necessary, as is now 
the case, for a medical student to decide, by 
the time he has gotten his diploma, whether 
he wants to be a specialist or a family doc- 
tor. Many young men would like to try a few 
years in general practice before making up 
their minds. Those who decided, after five 
or ten years in general practice, that they 
wanted to specialize, would have helped sup- 
ply the public demand for family doctors; 
and it is worth repeating that they would 
make better specialists because they would 
have learned to view the patient as a whole. 
Many would prefer to continue as family 
doctors. 

3. Such a plan would help immensely to 
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increase the morale of the general practi- 
tioner, and to let the public know that gen- 
eral practice is important, if not indeed es- 
sential, in the making of a specialist. 

4. It would decrease the present over- 

crowding on the house staffs of hospitals 
approved for specialty training. 
5. It would vastly improve our public 
relations by increasing the number of doc- 
tors available to make house calls and take 
care of emergencies. 


DR. CARL V. REYNOLDS 


Carl Vernon Reynolds, M.D., who was 
called to the post of North Carolina State 
Health Officer on November 10, 1934, has 
resigned, effective June 30, 1948. He will 
long be remembered in connection with the 
advances made by public health during his 
tenure of office. Since he became State 
Health Officer, more than $21,000,000 has 
been spent on various public health activi- 
ties in this state. Of this amount, only $5,- 
903,777 came from state appropriations, 
while funds allotted by the Federal Govern- 
ment totalled $13,187,858. The difference, 
$2,199,632, came from private contributions. 

Dr. Reynolds served his state faithfully 
and conscientiously. He held a middle-of-the- 
road course. Although a progressive, he was 
never a leftist. He preferred the term “sup- 
plemental” to “‘socialized’”” medicine, holding 
to the view that those who cannot afford 
medical care are entitled to receive it at 
public expense, whether in the field of pre- 
ventive or curative medicine. His viewpoint 
in this matter is shared by the best medical 
thought. 

Ironically enough, the state’s appropria- 
tions to public health have been meager. One 
wonders whether this policy has been one 
of penury, or has been due to the federal 
government’s lavish expenditures. What Dr. 
Reynolds failed to secure through state ap- 
propriations came to the state through fed- 
eral allotments and the generosity of philan- 
thropists. At any rate, his administration 
was blessed with sufficient funds to place 
North Carolina in the forefront in many 
public health projects, notably in the field of 
venereal disease control. 

Many accomplishments are accredited to 
public health in North Carolina during Dr. 
Reynolds’ term of office—enough to crown 
his efforts with success. As he goes to Cali- 
fornia, to enjoy needed and deserved rest 
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and recreation, Dr. Reynolds carries with 
him the best wishes of his associates in the 
medical profession and of the beneficiaries 
of public health in North Carolina. 


4 ok * 


“WAR, POLITICS, AND INSANITY” 


One of the most intriguing books that has 
appeared recently is a slim volume of 121 
pages, entitled WAR, POLITICS, AND INSAN- 
ITY. It is published by The World Press, 
Denver, Colorado, and sells for $2.00. Its 
author is Dr. C. S. Bluemel, superintendent 
of the Mount Airy Sanitarium, Denver. One 
remarkable feature of the book is that, al- 
though its author is a psychiatrist, it is 
written in such clear English that any in- 
telligent high school graduate should be able 
to understand it without difficulty. 

In the preface Dr. Bluemel explains how 
he happened to give birth to his brain child. 
Following the Democratic landslide in 1932, 
he saw “a number of local politicians who 
suffered from mental breakdowns following 
their political defeat.” Many of these de- 
feated politicians committed or attempted 
suicide. This experience aroused Dr. Blue- 
mel’s professional curiosity, and he began 
“to study the psychological qualities of poli- 
tical leadership and to identify the disorders 
of personality with which aggressive lead- 
ership is commonly associated.” 

Dr. Bluemel’s study has resulted in several 
interesting observations, which present a 
challenge to all governments, including our 
own. One observation is that there are two 
contrasting types of leadership—one impet- 
uous and dangerous, the other cautious and 
steadfast. ‘World security,’ he says, ‘will 
never be attained under aggressive leader- 
ship.”’ On the contrary, he thinks that “One 
of the cardinal causes of war... is the fact 
that national leadership frequently falls to 
men of abnormal mental makeup.”’ 

Dr. Bluemel makes a convincing case for 
the thesis that the average politician has an 
aggressive, dominating personality, and that 
‘“‘whatever the form of government... domi- 
nant men contrive to rule’—for example, 
Napoleon, Huey Long, and Frank Hague. 
The pattern of the successful politician “‘con- 
sists in high dominance drive invariably 
associated with obsessive-compulsive tend- 
encies.” This description applies to such 
labor leaders as John L. Lewis and J. Caesar 
Petrillo. It is well enough to talk of choos- 
ing our political leaders wisely, but Dr. Blue- 
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mel says that “it is the leaders rather than 
the followers who exercise political choice.” 

The author says that the psychiatry of 
history has never been written, but that 
“In the appraisal of history hypomania is as 
important as gunpowder ard schizophrenia 
may be as significant as the atomic bomb.”’ 
Among the warped personalities who have 
influenced history he discusses Gandhi, 
Stalin, Mussolini, Goering, Hitler, Joan of 
Arc, Oliver Cromwell, Napoleon Bonaparte 
and George III of England. 

The final three of the book’s eleven chap- 
ters are devoted to democracy: “‘Democracy 
in Action,” “An Appraisal of Democracy,” 
and “The Future of Democracy.” The author 
refers to Carlyle’s viewpoint that one of the 
principal shortcomings of democracy ‘“‘is the 
tendency to establish the talker in the place 
of honor, while leaving the doer in the ob- 
scurity of the crowd.” As a concrete ex- 
ample of the power of the talker is cited the 
filibuster: “It can be said that the passage 
or defeat of a measure may in some in- 
stances be determined by the capacity of 
the speaker’s urinary bladder.” 

Speaking of democracy in action, Dr. 
Bluemel says that “The compelling urge to 
leadership is in itself an abnormal trait and 
it seldom associates itself with judgment or 
wisdom ... the politician of democracy is 
frequently a man of hypomanic makeup .. . 
His reactions are pathologically emotional 
.. . He conducts his political business with 
tin horns, cow bells . . . and he precipitates 
a carnival of confusion which causes sane 
men to wonder. The broadcast of a political 
convention disrupts the decorum of an in- 
sane asylum ... No convention of lawyers, 
doctors, bankers, or teachers spends itself 
in emotional rioting; only the politician re- 
verts to the pattern of bedlam.”’ 

The final chapter is devoted to outlining 
“a form of government which would be psy- 
chologically sound and which would elimi- 
nate the man of disordered personality from 
the ranks of national leadership.” This plan 
is to be selective rather than elective. The 
franchise would be given only to citizens 
qualified by education and “certified by the 
faculty as apparently free from abnormal 
traits of personality.” 

Unless human nature changes materially, 
Dr. Bluemel’s plan stands no more chance of 
being adopted than did Plato’s blueprint of 
the ideal state as given in “The Republic.” 
Nevertheless his book, because of its keen 
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insight into the nature of politicians and the 
causes of war, and because of its pleasing 
literary style, will probably be widely read 
and discussed by intelligent groups of people. 
* « 6 8 
VERDICT AGAINST OSTEOPATH 
SUSTAINED BY STATE 
SUPREME COURT 


During the September term of court, a 
Richmond County jury found Osteopath 
Richard C. Baker guilty of “administering 
and prescribing drugs in treating the ail- 
ments of others without being licensed and 
registered so to do.”’ Evidence was presented 
to show that he used a professional card 
which described himself as a “physician and 
surgeon.” He also gave hypodermic injec- 
tions and gave oral orders to druggists for 
certain remedies, patent or proprietary, to 
be dispensed to his patients. 

The defendant appealed to the Supreme 
Court of North Carolina. A well reasoned 
decision by Judge Ervin found no error in 
the judgment of the lower court. This case 
should put to rest the efforts of osteopaths 
to get into the practice of medicine in North 
Carolina by the back door; but constant 
vigilance will be needed to guard against 
attempts on the part of other cultists to do 
what “Doctor” Baker tried to do. 


“NONE SO BLIND...” 


There comes to the editorial desk of the 
NORTH CAROLINA MEDICAL JOURNAL all man- 
ner of literature about doctors and about 
organized medicine. Some is good, some bad, 
some indifferent. Much of it evidently comes 
from cranks or from individuals harboring 
paranoid delusions of persecution. The very 
bitterness of some of the communications, 
and the obvious ignorance of the writers 
concerning their subject matter, mark them 
as material fit only for the wastebasket. 

One example of recent date was a pam- 
phlet which denounced with equal vigor the 
Christian religion and the medical profes- 
sion. The amount of research used in its 
preparation may be gauged by one state- 
ment it contained: “No wonder the Mayos 
refused to join the A.M.A.”’ William J. Mayo 
was president of the American Medical As- 
sociation in 1906, and his brother, Charles 
H. Mayo, in 1917. 

“There are none so blind as those who 
will not see.”’ 
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J. F. OWEN, M.D., LL.B. 
RALEIGH 


NEGLIGENCE: A proprietor is not an 
insurer of the safety of invitees, but 
is under duty to exercise due care to 
see that the premises are reasonably 
safe for the purpose for which they 
are maintained, 

This suit was instituted by the administra- 
tor of a boy, aged 12 years, who lost his life 
by drowning in a public swimming. pool. 
The evidence tended to show that the lad, 
accompanied by his mother, visited the pool 
to enjoy the facilities of the amusement park 
and to wade in the water. According to testi- 
mony, the child was unable to swim. Some 
time about the middle of the afternoon the 
child was missed by his mother. She imme- 
diately informed the guards, two of whom 
were on duty at the time. The mother in- 
sisted that they notify the bathers, but the 
guards failed to do so and remained at their 
stations. Later on in the day the mother, 
becoming more and more terrified over the 
boy’s absence, went directly to the two pro- 
prietors of the park and requested that they 
give out a general alarm. This they did, and 
after an all-night search the body was found 
in water 10 feet deep. No physical findings 
were apparent when the remains were re- 
covered, except a small laceration about the 
scalp. 

In superior court there was no testimony 
as to the actual cause of death. It was gen- 
erally assumed that death occurred from 
drowning, but no legally acceptable proof 
was offered which definitely established this 
fact. When all the testimony of the plaintiff 
had been introduced, the judge in superior 
court ordered a non-suit. The plaintiff en- 
tered an appeal, alleging several exceptions. 

The Supreme Court held that the proprie- 
tors of the park were not required to be in- 
surers, but were compelled to see that the 
premises were reasonably safe for the pur- 
pose for which they were maintained. Speci- 
fically, the court held in this particular case 
that more guards would not have prevented 
the drowning, as the two guards on duty 
afforded adequate protection. The court fur- 
ther asserted that neither failure to insti- 
tute immediate action on the part of the 
guards nor failure of the defendants to mark 
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the depth of the pool had any causal relation- 
ship to the death of the boy. In other words, 
the premises were considered reasonably 
safe for the purpose for which they were 
maintained. The Supreme Court affirmed the 
judgment of the court below. 

The rule of law laid down in this case is 
applicable to any type of business in which 
the public is invited to enter and purchase 
service or commodities. It is, therefore, ex- 
tremely important to the medical profession 
from a medicolegal standpoint. Frequently 
physicians are called upon to treat persons 
who have sustained injuries, actual or al- 
leged, in public places. Because of the likeli- 
hood of negotiations for settlement between 
the parties — or, more often, litigation — it 
is incumbent upon the doctor to exercise 
more than ordinary care in his study of the 
case, as well as in preserving adequate rec- 
ords for future reference. (Supreme Court 
of North Carolina, April, 1948. V. 228, p. 
727.) 





Poliomyelitis.—There is no more pitiful picture of 
the impotence and ineptitude of popular enthusiasm 
about widely publicized disease than the fantastic 
promotion of unprofitable measures financed with 
reckless extravagance for the so-called or assumed 
“control” of poliomyelitis. These manifestations of 
newspaper or public-relations experts concerned 
with dime collections on a percentage basis make 
monkeys of honest health officers, while hysterical 
warnings and inflated news items inflame local fears 
of a disease whose prevalence or fatality no health 
officer has yet claimed with honesty to have modi- 
fied. Voluntary agencies riding high on the emo- 
tional appeal of the dramatic deformities and sudden 
deaths from infantile paralysis so mask the truth 
and exploit the seasonally recurrent prevalence of 
this disease that rational education of the public 
regarding the state of our ignorance of effective 
measures is almost unheard amid the din of person- 
alities, and of the zooming air planes that sprinkle 
death-dealing dust on house flies and honey bees 
alike.-—Haven Emerson: Whither the Pegasus of 
Public Health? New England J. Med. 238:683 (May 
13) 1948. 





There is no future of any promise in any public 
service that permits or encourages a shift of re- 
sponsibility for children from the home and the 
parents into schools and health agencies of govern- 
ment. It may well become a matter of pride and dis- 
tinction in a community that all useful medical ex- 
aminations of the child and the correction of remed- 
iable defects will have been accomplished prior to 
school enrollment by the services of the family 
physician at the request of the parents, only those 
children whose families are ignorant, impoverished 
or indifferent being the objects of public-health 
solicitude and service.—Haven Emerson: Whither 
the Pegasus of Public Health? New England J. 
Med. 238:685 (May 13) 1948, 
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TUBERCULOSIS ABSTRACT 





OR the first time in the long history of tuber- 

culosis there is a drug which, if used in certain 
forms of tuberculosis at the proper time and in 
suitable dosage, will favorably influence the course 
of the disease. In streptomycin physicians have not 
a specific but a new weapon to be added to those 
they are already using so effectively. 





STREPTOMYCIN IN TUBERCULOSIS 


Although attempts to attack tuberculosis by 
chemotherapeutic means are as old as our knowl- 
edge of the disease, it was not until 1940 that Feld- 
man, Hinshaw and Moses reported that promin had 
a striking effect on tuberculosis induced in guinea 
pigs. Attempts to use this and a few other drugs 
clinically followed. The results were suggestive but 
never fully convincing, possibly because the sulfone 
compounds were found to be too toxic in the dosage 
required for treatment of human beings. 


From the first, the antibiotic streptomycin gave 
great promise as an agent for suppressing tuber- 
culosis. In early reports Schatz and Waksman noted 
that a human strain of Mycobacterium tuberculosis 
was sensitive to streptomycin in vitro and further 
investigations by Feldman and Hinshaw proved con- 
clusively that streptomycin would arrest and at 
times apparently eradicate well established tuber- 
culosis in the highly susceptible guinea pig. 

The clinical use of streptomycin for tuberculosis 
was begun in December, 1944, and has been used by 
the author and his colleagues in more than 100 cases 
of tuberculosis of various types. At present (March, 
1948) more than 500 additional patients are being 
treated with streptomycin at selected institutions 
under the auspices of the American Trudeau Society 
as well as a large number elsewhere. 


In all discussions of the therapeutic possibilities 
of streptomycin in tuberculosis the situation must 
be viewed in proper perspective. The ability of 
streptomycin to suppress the disease is unique and 
at times apparently remarkable. The limitations of 
streptomycin are just as real. Because of certain 
toxic potentialities, its inadequacy in some clinical 
situations, and the expense of prolonged periods 
of treatment, the indiscriminate use of streptomycin 
in the treatment of tuberculosis must be discou- 
raged. 

The use of streptomycin in tuberculosis is indi- 
cated in all forms of hematogenic disease, including 
generalized miliary tuberculosis and meningitis, the 
prognosis of which has hitherto been regarded as 
hopeless. Of 12 patients who had disease of this 
type and were treated with streptomycin at the 
Mayo Clinic, four are living after six to 12 months. 
In treating tuberculous meningitis it is imperative 
that streptomycin be given both parenterally and 
intrathecally and as early as possible in the course 
of the disease. 


Pulmonary tuberculosis suitable for treatment 
with streptomycin includes recent lesions of bron- 
chiogenic dissemination, exudative lesions, and all 
recent but rapidly progressive tuberculosis which is 
not likely to be controlled by the usual methods. 
Pulmonary tuberculosis has been treated satisfac- 
torily by daily doses of from one to three Gm., 
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administered parenterally, for a period of from 
two to six months. Clinical improvement is noted 
early and can usually be demonstrated roentgeno- 
graphically within one to two months. Cavities, es- 
pecially thick walled, are apt to remain patent. 
Sputum findings are changed from positive to nega- 
tive in about half of the cases of far advanced 
pulmonary tuberculosis. 

The patient whose pulmonary tuberculosis has 
improved during treatment with streptomycin 
usually continues to improve after this treatment 
is discontinued. 

The use of streptomycin in pulmonary tuber- 
culosis possibly is indicated as an adjunct to surgical 
procedures, such as lobectomy, pneumonectomy and 
even thoracoplasty. Streptomycin has been used 
with notable success in tuberculosis of the hypo- 
pharynx, larynx and tracheobronchial tree. Tuber- 
culous draining sinuses have responded well to 
treatment with streptomycin, even those of long 
duration. 

Streptomycin therapy has shown encouraging 
results with cases of tuberculosis of the alimentary 
tract and peritoneum and tuberculosis of bones and 
joints. 

Streptomycin has been somewhat disappointing 
in the treatment of some cases of tuberculosis of 
the genitourinary tract. Marked symptomatic im- 
provement occurs in more than 50 per cent of such 
cases and the degree of tuberculous bacilluria usual- 
ly is reduced. It is not a substitute for surgical 
procedures in cases of unilateral renal tuberculosis. 

Among tuberculous conditions in which strepto- 
mycin is not indicated are included all cases in which 
satisfactory progress is made on a regimen consist- 
ing of the usual therapeutic measures. This category 
would include most cases of minimal pulmonary 
tuberculosis. The potential toxicity of streptomycin 
appears to be sufficient to deny the drug to patients 
who can make a satisfactory recovery without it. 

At present chronic fibrocaseous pulmonary tuber- 
culosis is not considered suitable for treatment with 
streptomycin except in combination with surgery 
nor are terminal cases of destructive pulmonary 
tuberculosis except as a palliative procedure. Treat- 
ment of tuberculous empyema with streptomycin 
has been disappointing. 

It must always be emphasized that treatment 
with streptomycin is not a substitute for rest in bed 
and sanatorium care, which are still fundamental 
in the treatment of tuberculosis. It cannot be ex- 
pected to supersede collapse therapy and other 
surgical procedures when these are indicated. 

Our knowledge of streptomycin is still in a state 
of flux. Its ultimate place in the treatment of some 
types of tuberculosis will be determined only after 
the extensive clinical investigation now under way 
is complete. Experience with this antibiotic agent 
has proved that tuberculosis is a disease amenable 
to antibacterial therapy and it is hoped that other 
usable agents will be forthcoming. 

Streptomycin in Tuberculosis, H. Corwin Hinshaw, 
M.D., Marjorie M. Pyle, M.D., and William H. 
Feldman, D.V.M., The American Journal of Medi- 
cine, May, 1947. 


Suggested Reading: 
1. Rep of Council of Phar. and Chem., J.A.M.A., 


Nov. 8, 1947. 
2, Am. Rev. Tubere., Nov. and Dec., 1947. 21 


articles. 


3. North Carolina M. J., Nov., 1947. 3 articles. 
4. Nat. Tuberc. A. Bull., Dec., 1947. 
5. Ann. Int. Med., May, 1945. 


6. Ann. Int. Med., Nov. and Dec., 1947. 





PUBLIC RELATIONS 


PUBLIC RELATIONS AS A PROBLEM 
OF CONCERN TO THE PEOPLE, THE 
PHYSICIANS, AND THE MEDICAL 
CARE COMMISSION 


Problems of public relations involving the 
people, the Medical Care Commission, and 
the physician are extensive. The part of this 
field in which the North Carolina Medical 
Care Commission is most deeply involved 
relates to the building and equipment of hos- 
pitals, mainly those to serve counties or 
other local areas. Two thirds of the one hun- 
dred counties of the state already have hos- 
pitals in operation. The facilities of many 
of them are inadequate. Some are obsolete 
and should be abandoned. These hospital 
areas, fortunately, have boards or other 
agencies to deal with their hospital prob- 
lems. Such communities have had experience 
in operating hospitals, and they know their 
needs for replacements and for expansion. 
In general, these communities will be prompt 
in seeking all available state and federal aid 
for the expansion of their hospital facilities ; 
and they will readily raise by taxation, bond 
issue, or by private contributions the neces- 
sary local share of funds. 

The concern of the Commission relative to 
the needs of these sixty-seven counties is 
real and sincere; however, its greatest 
anxiety relates to one third of the counties 
of the state, which now have no hospital 
facilities. In general, these counties have 
very limited financial resources, and their 
potentialities for raising funds by taxation, 
by bond issues, or by private subscriptions 
likewise are limited. They have no organ- 
ized leadership to deal with their hospital 
and medical care problems. At the same 
time, these counties are inadequately sup- 
plied with physicians, dentists, and nurses. 
The average age of doctors who serve them 
has steadily risen; many have died, and have 
not been replaced by recently graduated 
physicians. 

North Carolina, on the basis of need and 
economic resources, fared quite well in the 
allocation of federal funds to the states. Fed- 
eral funds to all counties of the state, re- 
gardless of their economic status, is uniform- 
ly one third the cost of approved projects. 
The Medical Care Commission has tried to 
correct the situation. It has allocated state 
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funds up to 50 per cent of the total cost of 
approved hospitals for these needy counties, 
whereas it has allocated only 10 per cent for 
the total cost of approved hospitals to the 
wealthiest counties. Notwithstanding its lib- 
eral aid to these poor counties, several are 
still unable to assume added financial respon- 
sibilities for hospital facilities, no matter 
how great the need. 

The economic situation and the present 
maldistribution of physicians represent ma- 
jor health problems, in the solution of which 
it is hoped that physicians as individuals 
and in their organized societies can give as- 
sistance. 

The cost of hospital and medical care has 
steadily advanced in recent years, for under- 
standable reasons. Even in the past, how- 
ever, the cost has been beyond the reach of 
a large segment of the population. Many 
factors have augmented this problem, and 
thus far it has not been solved. 

Authorities advocate the extension of pre- 
paid insurance to cover medical and hospital 
care. Such insurance is in force quite ex- 
tensively in the urban and industrial areas, 
but a very small part of the rural, sparsely 
populated communities is protected with in- 
surance. 

The Medical Care Commission and the 
Duke Endowment each are contributing a 
dollar per day toward the hospital care of 
the medically indigent. However, many 
counties are unable to finance the remainder 
of the cost for these patients. The sugges- 
tion has been made that funds might advan- 
tageously be supplied by the state, county, 
and federal governments with which to 
finance to the necessary extent the prepaid 
medical care insurance of the medically in- 
digent. Possibilities in this direction may 
merit further study. 

Aside from the difficulties mentioned, the 
Commission recognizes that there is already 
a shortage of medical, nursing, and other 
personnel with which to staff the existing 
hospitals of the state. Recruitment and 
training of personnel to serve in the rural 
areas must be carried forward aggressively. 
A modern hospital structure fully equipped 
does not make a successful hospital until it 
is staffed with competent physicians trained 
in surgery and in other special branches of 
medicine. 

The rural situation relative to medical 
care is of deep concern for all the people. In 




















June, 1948 


general, they look to the medical profession 
for leadership and guidance in solving their 
medical problems. If organized medicine 
ean contribute, in a substantial way, to cor- 
recting the unfortunate rural health condi- 
tions in North Carolina, it will win the last- 
ing gratitude of the people. 

JAMES H. CLARK, Chairman 

N. C. Medical Care Commission 





CORRESPONDENCE 


To the Editor: 

It would be deeply appreciated if you 
would print the following notice in your 
publication. 

“The Veterans Administration has in its 
custody the majority of syphilis records of 
those Army personnel who were treated for 
this disease while in active service, and in 
many instances can procure informative 
data from the syphilis records of other than 
Army personnel. It is thought that many 
physicians treating veterans for syphilis as 
private patients would find a resume of the 
syphilis record useful since the details of 
treatment, results of spinal fluid examina- 
tions, and blood serologies are incorporated 
in the records. 

Resumes of these records are available to 
physicians who are treating such veterans 
provided authorization for the release of the 
data is given by the veteran. Requests for 
the resumes accompanied by an authoriza- 
tion for the release of the data, dated and 
signed by the veteran, should be addressed 
to the Dermatology and Syphilology Section, 
Veterans Administration, Munitions Build- 
ing, Washington 25, D. C. It is most impor- 
tant that the veteran’s Service Serial Num- 
ber and other identifying information, such 
as the date of enlistment, the date of dis- 
charge, rank, and organization be included. 

Ordinarily, the resumes can be furnished 
in approximately two weeks from the date 
of the receipt of the request and signed 
authorization.” 

Sincerely yours, 

PAUL B. MAGNUSON 

Chief Medical Director, 
Veterans Administration 
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To the Editor: 

Since the publication of my article, “Better 
Health — Today and Tomorrow — Through 
Medicine,” in the April number of the 
JOURNAL, Dr. George L. Carrington has 
pointed out that in addition to the factor 
of the good physical and medical care of the 
orphans, the difference between the low re- 
jection rate for the graduates of orphanages 
and that of the state as a whole probably 
can be explained by the following facts: 

1. Physically deformed and mentally unfit 
children are not enrolled in the orphanages. 

2. The orphans attended school, and hence 
none were rejected for illiteracy. 

3. The orphanage figures applied to white 
boys, whereas many Negroes were rejected 
because they were unsuited for the type of 
soldier needed in mechanized warfare. 

4. If the 2,700,000 volunteers had been 
included in the draft statistics, the percent- 
age of rejectees would have been reduced. 

5. The correct medical care rejection rate 
was 9.92 per cent, of which 4.5 per cent 
were due to remediable defects. 

Yours sincerely, 
WILBURT C. DAVISON, M.D. 
Durham 





The general practice group must recognize as one 
of its responsibilities its duty to keep in constant 
and close touch with all the other sections. The 
members of the other sections in this way will be 
kept constantly aware of our changing needs. We 
must find out why we so frequently do not have 
our proportional representation in all organized 
medical activities. We must find out why our mem- 
bers of the general practice group do not attend 
the county medical association meetings and are not 
better acquainted with the current problems of the 
day, whether they be problems of administration 
and policy, or just run-of-the-mill work. For too 
many vears the man doing general practice has 
been willing to let the specialty men do too much 
of the work of the county society. If the general 
practitioner wants privileges, he must be willing to 
do more of the work than he has been doing in the 
past.—E. A. Royston: The Section on General Prac- 
tice: Its Problems, Its Goals, Its Responsibilities, 
California Med. 68:280 (April) 1948, 








The health officer is humiliated, his prestige is 
lowered before the public when daily bulletins come 
to the press from the hirelings of philanthropy in- 
stead of from responsible officers of the United 
States Public Health Service, which is the only 
trustworthy source of reliable information of any 

. epidemic disease in its nation-wide aspects.— 
Haven Emerson: Whither the Pegasus of Public 
Health? New England J. Med. 238:684 (May 13) 
1948. 
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STATE BOARD OF MEDICAL EXAMINERS 


The North Carolina Board of Medical Examiners 
will meet on July 22 at the Jefferson Hotel, More- 
head City, for the purpose of interviewing appli- 
cants for licensure by endorsement. 





NEWS NOTES FROM THE STATE BOARD 


OF HEALTH 


Before a conjoint session of the State Board of 
Health and the Medical Society of the State of 
North Carolina in Pinehurst, Dr. Carl V. Reynolds, 
retiring State Health Officer, made his final report, 
covering the progress of public health in this state 
during his tenure of office. Among the accomplish- 
ments which Dr, Reynolds mentioned were: 

Organization of the North Carolina School of 
Public Health at Chapel Hill. 

An intensive campaign against venereal diseases, 
which placed this state in the forefront for the 
entire nation. 

Procurement of the first Negro doctor ever em- 
ployed by any State Board of Health, for full-time 
services, and the resultant expansion of health ac- 
tivities in behalf of the Negro population. 

Experiments in the eradication of flies, as well as 
mosquitoes, through the use of DDT, thus setting 
an example for the entire nation. 

Establishment of the School-Health Coordinating 
Service. 

Erection of a new $350,000 State Laboratory of 
Hygiene, the debt for which is being amortized by 
earnings from the Laboratory, together with the 
new farm as an adjunct to the Laboratory, which 
saves the people of North Carolina an estimated two 
and a half million dollars a year. 

An increase in the number of local health units 
in the state from forty-seven to ninety-six. 





NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


The ninth edition of Zinsser’s Textbook of Bac- 
teriology has been prepared by faculty members of 
the Duke University School of Medicine, and will 
be released shortly. The revised text was written 
and compiled by Dr. David T. Smith and Dr. Donald 
S. Martin, with the assistance of Drs. Norman F. 
Conant, Grant Taylor, Joseph W. Beard and Henry 
I. Kohn, and Miss Mary A. Poston. 


Dr. Ivan Brown has been appointed temporary 
assistant national medical and technical director 
of the national blood bank program of the American 
Red Cross. With his headquarters in Washington, 
D. C., Dr. Brown will fly to any section of the 
nation to advise and assist in work on local blood 
bank projects. National administrator for the work 
is Rear Admiral Ross T. McIntyre, former White 
House physician. 

Dr. Brown was one of sixteen young doctors in 
America recently chosen to receive a $25,000 cash 
award from the Markle Foundation. Purpose of the 
grant is to foster training and research in diseases 
such as cancer, heart disease, and infantile paraly- 


SIs. 
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Dr. Robert W. Graves, professor of neurology, 
who has been a member of the faculty of the Duke 
University School of Medicine since 1936, has re- 
signed to go into the private practice of neurology 
in Rome, Georgia. 





NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Dr. Jerry Kazuo Aikawa, graduate of the Bow- 
man Gray School of Medicine, and Dr. Kingsley M. 
Stevens, now an intern at the Baptist Hospital, 
have been awarded two of the fifteen post-doctoral 
research fellowships granted in the United States 
by the Atomic Energy Commission. Announcement 
of the grants was made by the National Research 
Council. Both will pursue their fellowship studies 
under the direction of Dr. George T. Harrell, Jr., 
head of the Department of Medicine, beginning 
October 1. Dr. Aikawa will study alterations in 
the distribution of body fluids in infectious diseases, 
using radioactive isotopes, and Dr, Stevens will con- 
duct studies in the synthesis of protein by bacteria, 
also using radioactive isotopes. 

a a 

Dr. David Cayer, assistant professor of medicine, 
has recently been elected to membership in the 
American Society of Clinical Investigation and the 
American Gastroenterological Society. 


ok Ke uk 


Dr. Wingate M. Johnson, professor of clinical 
medicine, was visiting chief in medicine at the At- 
lantic City Hospital during the last week in May. 


* * %& * 


Dr. Douglas M. Kelley, associate professor of 
psychiatry, was elected a Fellow of the American 
Psychiatric Association at its annual meeting held 
last month in Washington, D. C. 


* ok ok ® 


Dr. H. H. Bradshaw, professor of surgery, spoke 
on thoracic disease at the meeting of the American 
Thoracic Association in Quebec, Canada, May 29 to 
June 5. 


ste tte ste * 


Dr. Manson Meads, instructor in medicine, pre- 
sented a paper on streptomycin at the meeting of 
the American Society of Bacteriologists held re- 
cently in Minneapolis. 

* K 


A new cytological laboratory for the early diag- 
nosis of cancer by the Papanicolaou method will be 
established at the Bowman Gray School of Medi- 
cine on July 1 by the Department of Pathology, It 
will be under the direction of Dr. C. C. Carpenter, 
dean of the school and professor of pathology. 

Services of the laboratory will be available to 
other doctors and hospitals throughout North Caro- 
lina as well as to patients of the Baptist Hospital. 


* * * 


Construction of an additional floor over the west 
wing of the medical school building has been started 
to supply office and laboratory space for the new 
Institute of Tropical Medicine of the Bowman Gray 
School of Medicine, Construction of the new floor 
is being made possible through a gift of $33,000 
from a New York patron of the school. 

The Institute, which has as its ultimate aim the 
development of a formal graduate school of tropical 
medicine, is directed by Dr. Thomas T. Mackie, head 
of the department of preventive medicine. 
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BOOK REVIEWS 


The Acute Bacterial Diseases—Their Diag- 
nosis and Treatment, By Harry F. Dowling, 
M.D., F.A.C.P., Clinical Professor of Medi- 
cine, George Washington University. With 
the collaboration of Lewis K. Sweet, M.D., 
Chief Medical Officer in Pediatrics and In- 
fectious Diseases, Gallinger Municipal Hos- 
pital; Adjunct Clinical Professor of Pedi- 
atrics, George Washington and Georgetown 
Universities; and Harold L, Hirsh, M.D., 
Assistant Professor of Medicine, George- 
town University; Director of the Bacteri- 
ology and Immunology Laboratory, George- 
town University Hospital. 465 pages with 
55 figures. Price, $6.50. Philadelphia and 
London: W. B. Saunders Company, 1948. 


The sound management of acute bacterial disease 
is based on a knowledge of the etiologic agent and 
underlying pathologic process, and a_ thorough 
understanding of the specificity and pharmacology 
of the new chemotherapeutic drugs. Standard medi- 
cal textbooks have been outdistanced in many of 
these aspects by the recent rapid advances in this 
field. Dr, Dowling thus makes a very timely and 
thoroughly practical contribution in this volume— 
an authoritative and up-to-date analysis of reported 
as well as personal observations on the manage- 
ment of the acute bacterial diseases. 

The subject is covered in four sections, each one 
concisely presented without academic detail and with 
important material further illustrated or empha- 
sized by charts and diagrams. Part I includes a 
guide to a presumptive etiologic diagnosis through 
the differential consideration of common clinical 
signs. Details of supportive therapy, too often ne- 
glected, are fully covered, and the pharmacologic 
facts essential to the proper use of the major anti- 
bacterial agents— sulfonamides, penicillin, and 
streptomycin—are presented. A discussion of serum 
therapy at this point appears overemphasized, but 
reminds the reader of the important part played by 
the host’s immune mechanism and its contribution 
to symptomatology and recovery from acute bac- 
terial infections. 

The subsequent sections are devoted to the in- 
dividual diseases arranged according to etiology. 
The importance of specificity in both diagnosis and 
treatment is again stressed. 

This excellent book provides unusually direct 
answers to the majority of diagnostic and therapeu- 
tic problems continually confronting the practitioner 
who is concerned with managing common bacterial 
diseases. Chapter references will aid those who wish 
to read the quoted reports in more detail. 





400 Years of a Doctor’s Life. By George 
Rosen, M.D., and Beate Caspari-Rosen, 
M.D. 429 pages. Price, $5.00. New York: 
Henry Schuman, 1947. 

Excerpts from autobiographies of physicians, 
both American and foreign, living and dead, are 
arranged in the following chronological divisions: 
Early Years; School Days; The Medical Student; 
The Practice of Medicine; Scientist, Scholar, Teach- 
er; The Doctor Marries; The Doctor as Patient; 
The Doctor Goes to War; Writing and Politics; and 
Reflections on Life and Death. 

This is a very readable book. The layman will 
find it interesting, and medical students and doc- 
tors will be stimulated by it to read the original 
autobiographies of the physicians included. 


BOOK REVIEWS 
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Calcific Disease of the Aortic Valve. By 
Howard T. Karsner, M.D. and Simon Kolet- 
sky, M.D., Institute of Pathology, Western 
Reserve University and the University Hos- 
pitals of Cleveland. 111 pages. Price, $5.00. 
Philadelphia: J. B. Lippincott Company, 
1947. 

This monograph is based on a very exhaustive 
study of 200 cases seen at autopsy. Clinical, labor- 
atory and autopsy reports on several groups of 
cases have been made previously, and divergent 
opinions concerning the etiology of calcific disease 
have been expressed. Finding what they feel to be 
unquestioned evidence of rheumatic involvement in 
196 of the 200 cases, the authors of this monograph 
state their belief that this is the basic lesion, rather 
than arteriosclerosis. The painstaking study of the 
authors’ 200 cases, along with a critical review of 
about 100 articles, makes this book the most com- 
prehensive presentation of this subject yet avail- 
able. 

The tables and charts of data are clearly pre- 
sented and the photographs are excellent. The ma- 
terial is arranged in logical order; verbosity is 
avoided and the text makes easy and enjoyable read- 
ing, each section being well summarized. 

This monograph should prove of exceptional in- 
terest to internists generally, but above all to cardi- 
ologists and pathologists. Drs. Karsner and Kolet- 
sky are to be congratulated on their presentation of 
this important subject. 





P-Q-R-S-T, A Guide to Electrocardiogram 
Interpretation. By Joseph E. F. Riseman, 
M.D., Associate in Medicine, Harvard Medi- 
cal School; Instructor in Medicine, Tufts 
Medical School; Visiting Physician, Beth 
Israel Hospital, Boston, Massachusetts. 84 
pages. Price, $3.50. New York: The Mac- 
millan Company, 1947. 

This small book is not intended for the use of 
advanced students of electrocardiography. The com- 
mon abnormalities are discussed and illustrated in 
brief fashion. The diagrams and drawings of elec- 
trocardiograms are clear and easily definable, and 
the few electrocardiograms reproduced by photog- 
raphy of actual records are likewise good, 

This little manual will be of use to medical stu- 
dents, beginners in electrocardiography, and intern- 
ists who own their machines and make their own 
records, but are not adept at interpreting them. 





Classified Advertisements 


DOCTOR WANTED 


Doctor wanted to take over well-equipped, 
eight-room doctor’s office with well-estab- 
lished practice in eastern North Carolina 
town of 3000 population. Modern hospital 
eighteen miles distant on hard-surface road. 

Address “E” 
P. O. Box 456 
Winston-Salem, N. C. 





ASSOCIATE WANTED 
WANTED: A young or middle-aged eye, ear, 
nose and throat specialist as an associate 
in a well established practice. 


Address replies to Box 292, Wilson, N. C. 
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CARTERET COUNTY MEDICAL SOCIETY 


The Carteret County Medical Society held its 
regular monthly dinner meeting at the Morehead 
City Hospital on May 10, with the hospital as host. 
Dr. J. W. Morris, president of the society, presided. 

The meeting was given over largely to a discus- 
sion of the Blue Cross Hospital Saving Plan. The 
plan met the general approval of the society, except 
for the fact that there is no allowance for medical 
care of hospital patients, while surgery is covered. 
Dr. Morris explained that an effort is now being 
made to include medical fee coverage in the mem- 
bership contract. It was also the sentiment of the 
society that there should be no such thing as two 
degrees of coverage; that there should be a single 
policy which would include complete coverage. 

Some of the medical men mildly suggested that 
perhaps the Board of Trustees of the Hospital Sav- 
ing Association was weighted too heavily with sur- 
geons, 

Reported by 
N. THOMAS ENNETT, M.D. 
Publicity Chairman 





IX DGECOMBE-NASH COUNTIES MEDICAL 
SOCIETY 

At the May meeting of the Edgecombe-Nash 
Counties Medical Society, held in Rocky Mount on 
May 12, Dr. C. T. Smith presented “Observations on 
the Indiscriminate Administration of Sulfonamides 
and Penicillin.” 

Dr. J. C. Brantley, Jr., has been elected to mem- 
bership in the society. Drs. R. M. Whitley, N. P. 
Battle, and W. K. McDowell have been appointed 
a committee to study the formation and function of 
a Board of Directors, which is to act as a clearing 
house for all new business. 





NEWS NOTES 


Dr. J. Cullen Hall has announced the opening of 
offices in Salisbury for the practice of obstetrics 
and gynecology. 

Dr. Larry A. High is now associated with Dr. 
Sam Jones in Nashville. 

Dr. Raymond M. Wheeler has announced the open- 
ing of offices in Charlotte for the practice of internal 
medicine. 





AMERICAN SOCIETY FOR THE STUDY 
OF STERILITY 
The fourth annual national conference of the 


American Society for the Study of Sterility was 
held in Chicago on June 21 and 22. 





FiIrRst INTERNATIONAL POLIOMYELITIS 
CONFERENCE 


Twenty international medical and scientific auth- 
orities will present papers on poliomyelitis at the 
First International Poliomyelitis Conference, to be 
held in New York July 12-17. 
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VETERANS ADMINISTRATION 


Dr. William Reid Morrison of Boston, Massachu- 
setts, has accepted the post of chief consultant fo: 
surgery of Veterans Administration. 





NEWS NOTES FROM THE OFFICE OF THE 
SURGEON GENERAL 


Army’s First Extensive Test of Chloromycetin 
Shows Encouraging Results 

First reports from a United States Army test 
station recently set up at Kuala Lumpur, Malaya, 
on the most extensive experiment yet made with 
chloromycetin give strong indications that the re- 
cently discovered antibiotic, chloromycetin, may 
prove as effective against scrub typhus as was 
hoped. 





INSTITUTE OF LIFE INSURANCE 


The death rate from all causes among U. S. life 
insurance policyholders reached a new low in 1947 
at 737.9 per 100,000, with declines shown for prac- 
tically all causes of death including heart disease 
and cancer, the Life Insurance Association of 
America reports. The 737.9 rate compares with 
773.1 in 1946 and 763.9 in 1942, the previous lowest 
rate. These results are indicated by the experience 
of companies representing 73 per cent of the ordi- 
nary and industrial life insurance policies in force 
in all U. S. companies. 





NATIONAL SOCIETY FOR CRIPPLED CHILDREN 
AND ADULTS, INC. 


A handy 110-page report, containing the com- 
plete proceedings of the 1947 Annual Convention 
of the National Society for Crippled Children and 
Adults held last Nov. 2-5 in Chicago, is now avail- 
able at the National Society’s headquarters. The 
report, which carries out the convention’s theme, 
“The Handicapped—A Great National Resource,” 
includes speeches by some of the nation’s leading 
specialists in education, rehabilitation and cerebral 
palsy who spoke at the four-day meeting. 

Copies of the 1947 Annual Convention Report 
can be obtained from the National Society for 
Crippled Children and Adults, Inc., 11 S. La Salle 
Street, Chicago 3, Illinois, at $1 each. 





New Antiasthmatic 


Isuprel, reported recently in medical journals as 
a new, potent preparation providing relief for bron- 
chial asthma, is now ready as a prescription special- 
ty in drug stores, Winthrop-Stearns Inc., has an- 
nounced. It will be supplied as Isuprel Solution 
1:200 for inhalation and in tablets of 10 mg. 


Isuprel is unique among antiasthmatics for sub- 
lingual use, since its effect is produced quickly by 
placing a small tablet under the tongue and allow- 
ing it to dissolve. 


Reports of clinical experiments made by Drs. 
Maurice S. Segal and John F. Beakey of the Boston 
City Hospital, Boston, Mass, published in Annals of 
Allergy July-August, 1947, indicated that the new 
drug is “very effective” in the treatment of bron- 
chial asthma. Subjective relief is almost immediate 
and is “accompanied by significant increase in the 
vital capacity of the lungs,” the two physicians 
reported. Rapid control of coughing is effected, and 
expectoration is made easier immediately following 
inhalation. 





